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A c a d e m i c  Do ss i er
INTRODUCTION TO THE PORTFOLIO -  VOLUME I
This portfolio contains a selection o f  the academic and clinical work and research
undertaken as pan of the PsychD in Clinical Psychology at the University of Surrey.
This is reflected in the three sections which make up Volume I. The academic dossier
is made up of four essays, each one focusing on a topic within a core clinical
psychology specialty. The clinical dossier consists of summaries of all six clinical
placements and summaries o f  the five clinical case-reports written whilst on
placement. The research dossier contains the major research project, as well as two
smaller pieces of research, the service-related research project and qualitative research 
project.
Volume II o f  the portfolio includes the complete versions o f  the five clinical case- 
reports (four core and one specialist) and full details of all the clinical placements
undertaken. Placement information comprises placement contracts, evaluations, 
summaries of clinical work, logbooks of clinical experience, and samples of 
correspondence. Due to the confidential nature of this material, Volume II is stored in 
the Psychology Department at the University of Surrey.
A c a d e m i c  Do ss i er
ACADEMIC DOSSIER
This section contains four essays corresponding to the four core clinical specialties 
studied during the first two years o f  the course -  that is, adult mental health, people 
with learning disabilities, children and families, and older people. They provide 
critical discussions of  aspects of clinical psychology theory and practice in the context
of their application to particular client groups.
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Compare And Contrast The Evidence Base 
For Two Different Theoretical Models Of 
Eating Disorders. What Implications Does 
This Have For The Delivery And Provision 
Of Clinical Services For People With 
Eating Disorders?
January 2002 
Year 1
4
List of Abbreviated Words
AN = Anorexia Nervosa  
BN = Bulim ia Nervosa  
CB = Cognitive Behavioural 
ED = Eating Disorder  
ES = Fam ily System s
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1. Introduction
Individuals with Eating Disorders (EDs) can present with multiple and interacting 
difficulties, reflecting the complex nature of these disorders. The term ‘E D ’ covers 
Anorexia Nervosa (AN), Bulimia Nervosa (BN), the more recently identified Binge 
Eating Disorder, and Eating Disorders Not Otherwise Specified (DSM-IV, American 
Psychiatric Association, 1994). For the purpose of this discussion, models of AN and 
BN will be focused on. This is due to their having very specific diagnostic criteria 
and a degree of uniformity in their core psychopathology (Vitousek, 1996), and also 
because the majority o f research and discussion has focused on them.
Although some researchers feel there is a current lack of knowledge about the cause 
and maintenance o f  EDs, and that many have therefore defaulted to multicausal 
models (Jansen, 2001), more specific theoretical models do exist. Two prominent 
theoretical models are the Cognitive-Behavioural (CB) and Family System s (ES) 
models of EDs. They provide frameworks of specific factors (cognitions and family 
characteristics respectively), which, it is argued, are central to the development or 
maintenance of EDs.
Associated therapy models are guided by concepts directly arising from these
theories, and target the causative and maintaining factors involved. For this reason 
the CB and ES theories o f  ED§ have been chosen for comparison in this essay, rather 
than other theories, such as feminist theory. Although such theories can influence our 
understanding of EDs, they struggle to offer comprehensive and self-sufficient
accounts of these disorders and their treatment. In considering how the CB and ES 
theories can inform and guide clinical services, their use in explaining the disorders 
and formulating treatment is of importance.
In this essay, the defining features of AN and BN will first be given. Then the CB 
and FS theories of each will be described, and how these models aim to explain the 
main features of these disorders. The evidence-base for the two theories will be 
discussed, comparing and contrasting the types o f studies that it originates from. In 
the second part of this essay, the implications o f this for clinical service provision and
6
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delivery will be discussed, in terms of particular difficulties that may be encountered, 
w/m different aspects o f treatment services may be most appropriate for and then Aow
they may be delivered.
2. Definition of AN and BN
AN is characterized by weight loss (to below minimal normal weight for age and 
height); fear of gaining weight; disturbed experience o f one's own weight and shape; 
in women, amenorrhea (DSM -IV, APA, 1994). A number o f studies have identified 
periodically bulimic and dietary restricting subtypes of AN (Garfinkel. 1995), but 
these are not often mentioned, and so will not be differentiated here.
BN is characterised by recurrent episodes o f  binge eating; persistent use of 
compensatory behaviours to prevent weight gain, such as self-induced vomiting, using 
laxatives or diuretics, restrictive eating, or exercise; preoccupation with body image
which unduly influences self-evaluation (DSM-IV, APA, 1994).
3. Cognitive-Behavioural Models of EDs
3.1 CB M odel o f AN
CB approaches stress the importance o f cognitions in the development and
maintenance of EDs. Vitousek (1996, p.384) describes these as a ‘set of overvalued 
ideas about the personal implications of body shape and w eight’ .
The CB model of the development o f  AN (Garner & Bemis, 1982) proposes that a 
stressor, such as developmental change in puberty, triggers particular individuals to 
feel increasingly depressed and helpless. The ‘glorification of slenderness" (p. 126) by 
society then provides the context within which losing weight is seen as a vehicle to 
alleviate distress.
7
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The CB theory o f maintaining factors in AN has more recently been further developed
(Fairbum, Shafran & Cooper, 1998). The need for control is seen as a central 
cognitive component (Slade, 1982). Three mechanisms are thought to maintain the 
disorder (Fairbum et al., 1998). First, successful dietary restriction directly and 
immediately enhances the individual s sense of control and also self-worth, making 
this behaviour highly rewarding, and reinforcing beliefs about the importance of 
thinness. Further, there is anxiety about eating, so that avoidance of food-related 
situations acts as negative reinforcement (Gamer & Bemis, 1982). Second, 
physiological effects of starvation, such as preoccupation with food and intense 
hunger, enhance the use of control over eating as a measure of general self-control 
and self-esteem . These effects also increase feelings o f isolation so that individuals 
become increasingly focused on their thoughts and beliefs. Third, the association of 
weight and shape with self-worth are promoted through society’s value o f  thinness, so 
that individuals continually monitor body shape and weight, but this com es to be 
anxiety-provoking. Avoidance of this and of feared eating situations (mediated 
through distorted beliefs) prevents opportunities for disconfirming beliefs about the 
threat of weight gain.
Thus, in AN, personal characteristics interact with sociocultural ideals to form beliefs
about weight, which then result in dysfunctional behaviour that reinforces these
beliefs. These also lead to biased information-processing, affecting perceptions, 
thoughts, affect and behaviour.
3.2 CB M odel o f BN
The CB model o f BN again emphasises the core role of specific cognitive factors in 
the maintenance o f the disorder. Two distinct features o f BN are dissatisfaction with 
body shape and overvalued ideas about shape and weight. However, it is the latter 
which is thought to be the central cognitive component o f the disorder (Cooper & 
Fairbum, 1993). Critically, it is argued that individuals with BN tend to judge their 
self-worth in terms of their body weight and shape.
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Individuals with BN are described as having low self-esteem, perfectionistic attitudes, 
and dichotomous thinking (Fairbum, 1995). This leads them to restrict their food 
intake in particularly strict ways, leaving them physiologically and psychologically 
susceptible to loss of control over eating i.e. binge eating. This increases fear about 
fatness and weight gain (Wilson, 1995). Behaviours such as vomiting are then 
attempts to compensate for these binges and reduce anxiety, but also disrupt learned 
satiety, which usually regulates food intake. Further, together with bingeing, they 
cause further distress and lower self-esteem, leading the individual into a cycle of 
dietary restraint and overeating (Wilson, 1995). Thus, overvalued ideas about weight 
and shape are associated with low self-esteem, which in the context of other factors, 
leads individuals with BN to restrict their eating, and so enter into a binge-purge 
cycle.
4. Family Systems Models of EDs
4.1 FS M odel o f AN
Systemic theorists describe families as interdependent systems which organise 
themselves to meet the demands of transitions through their life-cycle -  in this way 
they provide risk or protective factors for symptoms of a psychological disorder in a 
family m ember (Gerson, 1995). Family therapy clinicians have integrated 
observations and practice to form ula te  specific models of how family processes 
contribute to the development and maintenance o f  both AN and BN (Dare & Eisler, 
1995).
The FS approach emphasizes how characteristic family relationships are related to the
development and maintenance of the disorder, but also the role AN itself can have in 
maintaining family homeostasis (Garfinkel & Gamer, 1982). Selvini-Palazzoli (1974, 
as cited in Friedrich, 1995) described characteristic family patterns involving covert 
coalitions between parents and children, lack of autonomy, and denial o f  overt 
conflict. Minuchin identified five characteristic features (Minuchin, Rosman & Baker, 
1978):
9
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( 1 ) Intimate relationships (enmeshment), and little privacy or autonomy;
(2 ) Overprotective relationships, resulting in development of autonomy being 
retarded;
(3) Interpersonal patterns which are inflexible at times of change and growth;
(4) Lack of conflict resolution;
(5) Child involvement in parental conflicts, so that the child’s disorder becomes 
defined as the family problem (the child becomes an ‘avoidance circuit’).
These family difficulties may then predispose a child in the family to AN, especially 
at times of change and growth, such as when demands for autonomy in adolescence 
emerge (Garfinkel & Gamer, 1982).
4.2 FS M odel o f BN
Two ways of regarding families of patients with BN have emerged. In the first, the 
degree to which the child in the family identifies with cultural ideas of thinness and 
achievement, or with familial ethnic ideals can define the family (Schwartz, Barrett & 
Saba, 1984, as cited in Friedrich, 1995). In the second, families are seen as falling 
into three types, with overprotective, perfect, or chaotic characteristics (Root, Fallon 
& Friedrich, 1986, as cited in Friedrich, 1995). However, it is not entirely clear how 
these characteristic features contribute to BN  symptoms.
More generally, families of individuals with BN are often described as having greater 
emotional instability and a marked tendency to show negative feelings openly 
(Friedrich, 1995). The rather more dramatic symptoms of BN  may then be seen as 
more typical and fitting in to such family patterns as a means o f  expression or 
communication.
Another approach relates bingeing and purging to criticism from the family, but as 
mediated through internal experience (Schwartz, 1987, as cited in Friedrich, 1995). 
Criticism exerts its influence through this to stimulate bulimic behaviours. This idea 
appears to link a FS approach with more cognitive concepts, suggesting that the 
typical thoughts of people with EDs may arise from internal family systems.
1 0
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5. Research into EDs
In this section, different types of research into the cognitive and family features of 
EDs will be presented and how they relate to the CB and FS theories described above.
5.1 A ssessm ent o f Core Features
Self-report studies have been used to assess cognitions and family characteristics. 
They provide subjective information about individuals and are useful in assessing 
change in features of an ED over time. However, they are particularly vulnerable to 
bias, whilst particular problems may also exist in giving an accurate reflection of 
private experience due to the effects of disordered eating (Vitousek, 1996).
Evidence for CB Theory
There is abundant evidence that, compared to others, the cognitions of individuals 
with EDs are more concerned with eating and weight, and often precede typical 
behaviours, such as bingeing in BN (Vitousek, 1996). Jansen (2001) found women 
with EDs were more dissatisfied with their bodies than normal controls; but an 
independent group of local inhabitants also judged  the bodies o f  the eating-disordered 
subjects as less attractive. Dissatisfaction with oneself is consistent with the CB 
model, but further, provides evidence that women with EDs project this onto weight, 
about which something can be done and some measure of control gained.
Through using a ‘think aloud’ procedure, Cooper & Fairbum (1992) attempted to 
improve the validity of a self-report study in which the thoughts of individuals with 
AN and B N  around three situations (eating a chocolate, looking at oneself in a full- 
length mirror, and weighing oneself) were compared to a group of dieters. They found 
that patients with AN had significantly more negative thoughts in the eating task, 
while bulimic individuals had more negative thoughts in the mirror and weighing  
tasks. This suggests that individuals with AN are specifically more concerned with 
eating, whilst weight concerns are more prominent in individuals with BN. It is 
proposed that this reflects the primary cognitive differences between the disorders.
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Research also suggests that women with BN express greater acceptance of a link 
between thinness and attractiveness than non-bulimic women (Striegel-Moor, 
Silberstein & Rodin, 1986). This is consistent with the proposal that placing value in 
idealised weight and shape has a role in causing BN.
Most research has been retrospective, but this is potentially unreliable as patients' 
recall o f earlier events may be distorted by their current state o f distress. A recent
prospective study by Stice (2001) attempted to identify the direction of effects that 
specific components of BN symptamology have on progression o f the disorder. There 
was evidence that pressure to be thin and internalisation of a thin-ideal predicted body 
dissatisfaction, and that the relation between initial body dissatisfaction and 
subsequent growth in BN  symptoms was completely mediated by increased dieting 
behaviour and negative affect (the relation became non-significant if these factors 
were removed from the analysis). This supports the hypotheses o f  the CB theory.
Evidence for FS Theory
Empirical research has not confirmed the universality of family characteristics of 
individuals with AN and with BN. One study found that greatest consensus across a 
small group of families was on communication characteristics (Alexander, 1986). 
However, others have found that although characteristic families as described by 
family therapists do exist, others show less extreme characteristics and even opposite 
features (Friedrich, 1995).
5.2 Treatm ent Trials
Studies looking at the effectiveness o f treatments aimed particularly at those features
which the CB and FS theories hypothesise are core to EDs can be particularly 
important. It is argued that if modifying these features results in reduction in the other
symptoms of the disorder, this is evidence of their central role in the disorder. 
Further, such studies are prospective in nature.
1 2
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Evidence for CB Theory
Relatively little empirical work appears to have been done using CB approaches to 
AN. In one of the few randomised, controlled trials, CB treatment was compared 
with Behaviour therapy and a ‘less-structured' therapy, in order to evaluate the central 
role of cognitive compared to behaviour processes alone (Channon, De Silva, 
Hemsley & Perkins, 1989). Although compliance with treatment was better in the CB 
group than in the Behaviour therapy group, there were no significant differences on 
most outcome measures between CB and Behaviour therapy either at post treatment, 
six-, or twelve-month follow-up. Improved weight status was associated most strongly 
with younger age and shorter duration of illness. The authors argued that direct 
cognitive manipulation was therefore not necessary for treatment, as behavioural 
change was sufficient to produce improvements. However, some problems with this 
study, including rather small numbers, limit the generalizability of this study.
Support for overvaluation of shape and weight as the core cognitive substrate of BN 
comes from a study looking at changes in symptoms after treatment (Cooper & 
Fairbum, 1993). Changes in self-esteem were better predictors of changes in 
overvaluation of shape and weight than of changes in body dissatisfaction. This 
implies that biased cognitions about the value of shape and weight affect judgem ents 
about the self, and provide a context in which BN develops. W hile dissatisfaction 
with body shape fluctuates with changes in the individual variables overvalued ideas 
about weight and shape are relatively stable.
There have been many studies of the effectiveness of therapy which aims to treat BN  
by targeting the core cognitive and behavioural features of the disorder as 
hypothesised by the CB model. Controlled trials have proved the effectiveness of CB 
interventions, alone and in comparison to other therapies (psychological and 
pharmacological) (e.g. Fairbum, Norma, Welch, O 'Connor, Doll & Reveler, 1995; 
Agras, Rossiter, Amow, Schneider, Telch, Raeburn, Bruce, Perl & Koran, 1992). 
Fairbum (1981) found that by regulating food intake, vomiting was also controlled 
without direct intervention, supporting the idea that binge behaviour mediates purging 
(due to the anxiety it provokes).
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In a study comparing CB approaches with Behaviour or Interpersonal psychotherapy , 
the researchers attempted to delineate specific mechanisms o f change through the 
different applications o f the treatments (Fairbum et ah, 1995). CB treatment involved  
regulating eating behaviours and altering attitudes to shape and weight; Behaviour 
treatment focused on regulating eating behaviours; Interpersonal treatment focused on 
the current circumstances and relationships o f patients. CB proved more effective 
than the Behaviour approach in modifying concerns about shape and weight and 
extreme attempts to diet; and also more effective than Interpersonal therapy on 
reducing vomiting as well as these. At 6 -year follow-up, improvements were 
maintained, but the difference between CB and Interpersonal therapy had disappeared. 
Thus, although it could be argued that the effectiveness o f CB therapy indicates that 
the cognitive disturbances targeted are those central to BN, the equal effectiveness o f  
therapy aimed at patients’ relationships introduces the possibility that other features 
are similarly involved in the process o f the disorder.
Evidence for FS Theory
Literature on FS therapy reveals few  systematic investigations into the effects o f  
specific interventions on patient or family variables. In one controlled trial, patients 
with A N  and BN were randomly assigned to either family or individual therapy 
(Russell, Szmukler, Dare & Eisler, 1987). Although all those with AN showed  
improvements, with younger, less chronic patients, family therapy was significantly 
more effective than individual therapy, and there were higher levels o f engagement. 
Although not significantly, older patients appeared to benefit more from individual 
than from family therapy. Patients with BN  showed little improvement. However, 
one problem with this study is small subgroup sizes, and so effect sizes may not be 
representative for real patient populations.
In another study (Crisp, Norton, Gowers, Halek, Bowyer, Yeldham, Levett & Bhat 
1991), young adults with long duration of AN were randomly assigned to one of four 
treatments (inpatient, outpatient individual and family therapy, outpatient group 
therapy, no treatment). All three interventions were found to be significantly effective  
at one-year follow-up as reflected in both weight gain and aspects o f psychological
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adjustment. This suggests that although family factors can be important in AN, other 
issues, perhaps relating more to the individual, are also significant.
A treatment trial for adolescents with AN  compared conjoint family therapy with 
separated individual therapy for the patient and support for parents (Robin, Siegel, 
M oye, Gilroy, Dennis & Sikand, 1999). Parental involvement and aspects o f control 
within the family were investigated. At one-year follow-up both groups showed 
similar improvements on eating attitudes, mood, and family relations, with the family 
group marginally better than the individual on weight. Interestingly, there were 
improvements on eating-related conflicts across the groups, even though this was 
never specifically raised in the individual group. This may mean that such familial 
conflict is a secondary effect o f the child s AN symptoms, or may alternatively be due 
to alleviation o f some other core dysfunction.
A more recent study examined conjoint and separate family therapy for adolescents 
with A N  further (Eisler, Dare, Hodes, Russell, Dodge & Le Grange, 2000). Both 
treatments were equally effective, although conjoint family therapy broadly produced 
more improvement on ED symptoms, while the separate condition produced more 
change on psychological and psychosocial functions. Levels o f criticism within the 
family were significantly reduced, and there was evidence o f greater independence o f  
family members. Although sample size was relatively small again, these findings do 
indicate that aiming for change in fam ily features has effects on patient symptoms as 
well as aspects o f the family.
The relative efficacy o f family therapy with B N  patients still remains relatively 
unknown. The Russell et al. (1987) study compared family with individual therapy, 
but found no differences between effects o f either therapy, and generally outcome was 
poor for these patients. Dodge, Hodes, Eisler & Dare (1995) reported conflicting 
literature regarding family therapy for BN, and so carried out a trial with eight 
families. They found significant improvements on frequency o f bingeing and purging 
behaviours, and also on eating attitudes, with non-specific improvements in family 
relationships. This was despite 50% o f families dropping out after issues o f eating 
control had been covered. Given that there was no control group and sample size was
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so small, it is difficult to say whether this shows that it is not necessary to cover 
broader family difficulties to obtain symptom improvements.
6. Implications for Clinical Services
In summarising the evidence for the CB and FS theories o f EDs it is apparent that 
there is a stronger evidence-base for the CB theory from a variety o f sources than 
there is for the FS theory, where most o f the evidence-base comes from treatment 
trials. Although this may be equated with more support for the CB theory, evidence  
for typical family characteristics may be difficult to quantify due to their more 
dynamic nature. However, conclusions about the evidence-base for each theory can 
be made, and inform both how clinical services are delivered, in terms o f their 
content, and who they are provided for.
6.1 Content of Clinical Service
CB Treatment for AN
The results o f studies described above provide evidence for biased cognitions 
concerning eating in A N  (e.g. Cooper & Fairbum, 1992). However, there is no 
evidence that modifying cognitive processes in addition to behavioural symptoms (as 
happens in CB therapy) enhances treatment outcome. This seems to imply that these 
disturbed cognitions are not primary in causing AN. In spite o f this cognitive  
strategies may yet be usefully applied to the treatment o f AN. Typical cognitive 
strategies used in CB therapy focus on reinterpreting body image and critically 
examining the meaning o f this for the individual. However, evidence suggests that it 
may be more important to focus on the meaning o f food and eating when attempting 
to modify typical thoughts o f individuals with AN (Cooper & Fairbum, 1992).
FS Treatment for AN
There is little evidence that the families of patients with AN share particular 
characteristics (Friedrich, 1995). However, treatment aimed at modifying fam ily
1 6
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variables has been shown to improve both the client’s symptoms and family
functioning (e.g. Robin et al., 1994; Eisler et al., 2000).
Family therapy which has developed from the Minuchin et al. (1978) approach 
typically involves stimulating the family to rally its resources to deal with the ED  
through the therapist increasing anxiety about the dangers o f the ED and praising 
family actions to cope with it (Dare et al., 1990). Initially, the therapist identifies 
what the parents agree their future joint attitude to eating behaviours should be -  this 
often takes the form o f the parents taking control o f their child’s eating. Once 
consistent management o f the ED produces weight gain, family issues are discussed  
in the context o f their effect on parental care o f the ED. Hypotheses about the family 
need for the symptom are made e.g. that it is used as a medium for communication. 
As symptoms improve, control over eating is handed back to the patient, and 
discussion focuses on broader family issues to facilitate family reorganisation.
Interestingly, there is evidence from two studies (Robin et al., 1994; Eisler et al.,
2000) that suggests that family therapy is equally effective for clients with AN if
family-related issues are targeted through separate individual therapy for the patient 
and the parents. Thus it seems that parental involvement is essential for good outcome 
but it is not necessary for therapy to occur with all family members simultaneously in 
the room.
There are two implications o f this finding. Firstly, in the context o f conjoint family 
therapy, wider issues can be discussed, whilst when separated, the focus may tend to 
gravitate towards eating behaviours alone. Therefore, clinicians may decide on 
working with families conjointly or separately, depending on the individual and 
family circumstances. Secondly, how to deliver treatment may be important to 
consider if  problems o f maintaining engagement arise. Eisler et al. (2000) found that 
families with high levels o f maternal criticism had better outcome with separated 
family therapy. Similarly, higher levels o f criticism were more associated with drop 
out in conjoint than separated family therapy (Dare et al., 1990). Thus, if clinicians 
are aware o f particularly critical traits in the family, or sense engagement is a
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problem, separate family therapy may be a more effective choice than seeing the 
whole family together.
CB Treatment for BN
Research into aspects o f BN  has confirmed the importance o f body dissatisfaction, 
and the concern with the value o f weight and shape, particularly in patients’ ratings o f  
their self-worth (e.g. Cooper & Fairbum, 1992). There is also evidence o f how  
dieting behaviours and low self-esteem  mediate how these lead to BN  symptoms 
(Stice, 2001).
In CB treatment, various strategies are used to focus on these features. The main 
components o f treatment are, firstly, breaking the vicious circle o f bingeing and 
purging behaviours through controlling extreme dieting behaviours, and, secondly, 
identifying and modifying attitudes about weight and shape. The efficacy o f CB 
approaches to treating B N  has been found in multiple studies (e.g. W ilson & Fairbum, 
1993).
The evidence-base therefore strongly suggests that CB approaches be used in clinical 
services treating BN  (Bell, Claire & Thom, 2001). However, since they advocate 
involvement o f the family (Fairbum, 1981), it is important that family issues are not 
excluded in favour o f CB strategies.
FS Treatment for BN
As with AN, there is little evidence for specific characteristic features existing among 
families o f individuals with BN (Friedrich, 1995). There has been relatively little 
investigation of FS approaches in treating BN, but one small-scale study indicates that 
it may be effective (Dodge et al., 1995). However, given the evidence for slightly 
different cognitive constructs in the two disorders, it may be more appropriate to 
focus family resources on bulimic behaviours and self-worth as well as control o f  
eating. The nature o f bulimic symptoms may be seen as particularly alarming for the 
family (Dodge et al., 1995). Given the greater emotional instability and expression
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found in families o f these patients, it may also be important for the therapist to 
reinforce a non-blaming atmosphere, but also be aware o f the opportunity these 
features may provide for making therapeutic connections (Friedrich, 1995).
6.2 Appropriate Clinical Service Provision
It is important to consider how more idiosyncratic patient factors may affect which 
clinical services are most appropriate for treatment. Onset o f EDs is usually in 
adolescence (Cooper, 1995), but individuals o f all ages may present to clinicians for 
treatment.
There is more evidence for effectiveness o f FS approaches in patients with A N , and 
some research indicates that younger, less chronic patients with A N  benefit 
significantly more from family than from individual therapy (Russell et al., 1987). 
This is consistent with evidence from other studies finding family therapy effective  
for adolescents with AN . One exception is the Crisp et al. (1991) study which 
examined young adults with more chronic EDs, although since family therapy was 
combined with individual therapy here, it is not clear what independent contribution it 
made to the results o f this group’s treatment. Therefore in thinking about what type 
o f service it would be most appropriate to provide for adolescent or younger patients 
with AN, there is a clear indication that therapy focusing on family resources and 
problems can be highly effective.
CB approaches have been clearly found to be most effective in treating individuals 
with BN, but studies to date have only focused on adult populations (Robin, Gilroy, & 
Dennis, 1998). Therefore, in thinking about applying CB therapy to younger 
individuals, it is suggested that the clinician assesses the child’s ability to think 
abstractly about attitudes and beliefs, and hold alternative explanations to current 
thoughts. Further, games and more behavioural contingencies can be used to adapt 
traditional CB techniques for children (Robin et al., 1998).
The only study comparing family therapy and individual therapy for older patients 
with AN found a tendency for individual to be superior to family therapy (Russell et
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al., 1987). Some clinicians maintain that families o f individuals with AN often present 
difficulties with individuation and separation from other family members (Dare et al., 
1990), but that these variables must be viewed within the context o f the family life­
cycle. Thus with older patients parents can be less involved in taking control for 
eating, and clinical interventions may focus more on separations from overinvolved  
relationships. These different family therapy techniques for patients o f different ages 
need not conflict with the aims of family approaches, since the common goal is to 
prevent ED symptoms from being used to negotiate family relationships. In 
conclusion, it is recommended that the clinician considers issues o f engagement and 
family life-cycle stages in deciding the most appropriate approach to take.
Since 90-95% o f patients with EDs are female (Hoek, 1995), the research on theories 
of A N  and B N  reflects this in the population it samples. However, there may be some 
variation in how this can be applied to interventions with male patients. Further, the 
role o f sociocultural values may also play a significant role in the development o f the 
illness (Fairbum et al., 1998). These factors must be considered in adapting clinical 
services to the client.
Difficulties are often cited in providing services for patients with EDs (Kaplan & 
Garfinkel, 1999). For example, the symptoms o f A N  and B N  often lead patients to 
seek treatment only after they have been ill for many years, yet evidence suggests that 
treatment effectiveness decreases with chronicity o f  the disorder (Channon et al., 
1989, Russell et al., 1987). Long duration with previous experience o f unsuccessful 
interventions may also make it difficult for clients to trust and engage with therapists, 
and this could be exacerbated by family relationship problems. This could also help 
explain why ED patients, more than any others, evoke intense, difficult feelings in 
therapists, which can also be problematic for service delivery (Kaplan & Garfinkel, 
1999). High mortality and comorbidity with other disorders may additionally make 
treatment complicated for inexperienced professionals. In considering these 
difficulties, it seems that a specialist team experienced in working flexibly with 
various aspects o f EDs would be most effective in providing clinical services for this 
client group.
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7. Conclusion
Although there is general acceptance that EDs have multiple causes, more specific 
theories do attempt to describe the core features o f these disorders which are 
necessary for their development. The CB and FS theories, which focus on the typical 
cognitive processes seen in patients with A N  and BN, and on characteristic family 
factors respectively, are supported to varying degrees by studies assessing key 
features o f the disorders and effectiveness o f their associated therapies. The 
implications o f this evidence for clinical services are that: for younger clients with 
AN, family therapy appears to be most effective; for older clients with AN, family 
therapy should be modified to include broader family issues, and incorporate 
individual cognitive work; for younger clients with BN, CB approaches to treatment 
may be effective, but may require modification, and include close involvement o f the 
family; for older clients with BN, CB therapy is the treatment o f choice.
However, given the heterogeneity o f  several features affecting the course o f EDs, and 
the evidence that exists for central roles for cognitive and family factors (whether 
causal or maintaining), it is suggested that both CB and FS theories o f A N  and B N  
can vitally inform the planning o f effective services for clients. EDs are often long­
standing, requiring continuity o f care and coordination between services as the needs 
o f patients shifts over time due to the multiply-determined nature o f these disorders. 
Moreover, since no single ^approach provides absolute effectiveness, existing 
treatments heed further research and modification. Individual patients and their 
families should be treated as individuals, and treatment adapted to their needs, but 
without ignoring the evidence-base which informs how other variables can influence 
either the CB or FS approaches.
>
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1. Introduction
A holiday may be defined as “a period of rest from work; o f recreation and 
amusement (Garmonsway, 1984). Although there is some debate about definitions, 
the concepts o f free time and leisure seem to be closely linked to the concept o f a 
holiday. Dattilo & Schleien (1994) define leisure as an individual’s perception that 
they are free to choose to participate in meaningful, enjoyable experiences. Thus a 
holiday might be seen as the fullest way to partake in leisure. Although some argue 
that leisure is a fundamental right and one o f the most valued o f human ideals (Fain,
1986), the issue o f leisure has only relatively recently begun to be considered in the 
lives o f people with a learning disability.
Autism is characterised by specific impairments in social interaction, communication 
and behaviour (Bryson & Smith, 1998). Although learning disability is not a core 
feature o f the disorder, autism is frequently associated with a lowered level o f  
intellectual and adaptive functioning.
As a way to experience leisure, and something which the majority o f individuals in 
society experience regularly, going on holiday is consistent with the philosophy o f  
normalization which most learning disability services now endeavour to follow  
(M esibov, 1990). Going on holiday is also generally perceived as a positive, pleasant 
and constructive thing. However, individuals with autism and a learning disability 
may lack certain skills required for leisure activities, or may find it difficult to express 
their leisure preferences. Moreover, what qualifies for professionals as enjoyable for 
a holiday may be very different from the autistic person’s point o f view. Thus, 
evaluating the pros and cons o f going on holiday for a person with autism and a 
learning disability requires special consideration.
In the first part o f this essay, follow ing a brief description o f what is meant by autism, 
the issues concerned with deciding whether a person with autism and a learning 
disability should go on holiday will be considered. The significance of holidays, 
support service approaches, normalization, and consent will be discussed in relation to 
the specific impairments seen in autism. In the second part o f the essay, the particular
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role o f a clinical psychologist in the decision-making process will be discussed. This 
will look at how knowledge about autism and learning disabilities can aid assessing 
and supporting the abilities o f clients to decide about and go on holiday, as well as 
how psychological approaches can be used to tailor any holiday to the client’s needs 
and so maximise its benefits.
2. Autism
Autism was first described as a deficit in establishing affective contact (Kanner, 
1943), but more recently it is being conceptualised as a developmental disorder at the 
more extreme end of a continuum o f autistic spectrum disorders (Bryson & Smith,
1998). Individuals with autism show impairments in the development o f social 
interaction, communication, and imagination skills in the context o f a tendency to 
routine-based, stereotyped, and repetitive behaviour (Wing, 1990). They may also 
have obsessive interests (Taylor, 1990). However, the scattering o f skills within each 
individual is a large source o f variability (M esibov & Shea, 2002) and means that it is 
very important to focus on the individual when working with clients.
A recent overview of epidem iology (Bryson & Smith, 1998) found the expression and 
severity o f autism appears to vary with an individual’s cognitive and linguistic 
abilities. Although the majority o f individuals within the autistic spectrum do not 
have a learning disability (as measured by standard tests o f intelligence i.e. IQ<70), 
recent studies indicate that 75% o f those with autism itself also have learning 
disabilities.
This essay will focus on adults with autism for two main reasons. Firstly, like all 
people, those with autism develop through their childhood, but by adulthood most will 
attain a fairly stable level o f functioning, and often more severe previous difficulties 
improve (Mesibov & Schaffer, 1986). It is clearer to discuss how such more stable 
characteristics of adults with autism affect decisions about holidays.
1 For exam ple, by adulthood the extent o f  language developm ent has been decided, and behavioural 
difficulties that may have arisen out o f  disturbances in rates o f  developm ental sequences resolved.
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Secondly, the issues o f equal opportunities and consent are more significant for 
adults, as they have implications for their status in the wider social and occupational 
world. For children, although still important, they are mostly in the hands o f their 
parents or guardians, whilst this essay is more concerned with the individual’s rights 
and opportunities in life. In discussing ‘individuals with autism’, it will be assumed 
that this always means those with a learning disability.
3. The Importance of Holidays
Going on holiday can be seen as experiencing an extended period of leisure. 
Reynolds (2002) defines leisure as time not spent in work or in other required tasks. 
Leisure is not specific to particular activities, but can be seen as a n  e x p r e s s io n  o f  
f r e e d o m  to  p a r t i c i p a t e  in  m e a n in g f u l  a n d  e n j o y a b l e  e x p e r i e n c e s  (Dattilo & Schleien, 
1994). M ost adults with autism, and particularly if  they have a learning disability, are 
not in work, but probably still experience routines in their lives, which often involve  
required tasks, such as domestic, self-care, educational, even ‘therapeutic’ activities. 
W e all look forward to holidays when we have free time to do what we want, so it is 
probable that many people with autism would also.
People with autism may lack some of the skills required for certain leisure 
participation. However, several authors reason that the potential benefits o f leisure 
are significant. Holiday activities allow people to experience a variety o f positive 
emotions, such as relaxation, competence, and excitement (Dattilo & Peter, 1991) and 
should therefore intrinsically motivate individuals to participate. Participation in 
leisure can promote physical health and self-confidence, develops self-concepts, and 
provides opportunities for social relationships (Meldrum, 1990). For example, the 
support networks that are critical to community adjustment for all people are 
frequently acquired and maintained in leisure settings (Dattilo & Peter, 1991). People 
with learning disabilities often lack opportunities for personal development, and a 
holiday may substantially contribute towards this for quality o f life and self-esteem  
(Hogg, 1993).
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4. Service Approaches
When considering whether a person with autism should go on holiday, it is important 
to understand the setting within which they live, as this affects the approach taken to 
their care (Meldrum, 1990). Since the local, political, and social attitudes o f  
organisations vary, a clinical psychologist must realistically appreciate what the 
service setting is and what opportunities and limitations this might impose on the 
meaning o f a holiday for a client.
When considering support specifically for going on holiday, principles o f good  
practice can provide a context within which decisions can be taken. For example, 
Elliot (1990) proposes normalization, individualisation, and environmental principles 
need to be included when delivering services to people with autism. More recently in 
England, the government set out four key principles for learning disabilities services 
(DoH, 2001): legal and civil rights, independence, choice, and social inclusion (all o f  
which relate to normalization and individual rights). How these contribute to 
deciding whether a person with autism should go on holiday will now be looked at.
4.1 Normalization and Equal Opportunities
The normalization principle was first proposed by Nirje (1969, in Wolfensberger, 
1983), and emphasised that people with disabilities should be enabled to experience 
life conditions as normal as possible, whilst taking into account their degree o f  
disability, competence, and maturity. Thus equal opportunities should be available to 
them. One of the implications is a normal routine o f societal life through the year 
(Wehmeyer, Bersani & Gagne, 2000), which a holiday is part o f for most people.
Wolfensberger (1983) clarified the concept through the term social role valorisation. 
He argued that devalued people, such as those with autism, can be helped to attain 
socially-valued roles by enhancing their social image and competencies. Roles are 
communicated through the physical environment, social associations, behaviours and 
activities, and personal appearance. By providing those with autism with the same
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settings and opportunities for life that valued persons have, they will be treated more 
positively (Wolfensberger, 1983), and so experience better quality o f  life.
However, difficulties can arise in applying these ideas to services for people with 
autism. There has been some misunderstanding that normalization seeks to make 
autistic people ‘normal’ rather than providing them with normal opportunities for 
personal development (Meldrum, 1990). Further, there is no consensus on what or 
who defines ‘normal opportunities’ (M esibov, 1990). There is also concern that 
normal experiences may not always enhance opportunities for the developmentally- 
disabled, and deflect away from their particular needs (Morgan, 1996a). For example, 
whilst on holiday, leisure time is not ‘normally’ structured, but a lack o f structure may 
create particular difficulties for those with autism due to their insistence on routines. 
Participating in community holiday activities would be consistent with giving equal 
opportunities to individuals with autism and others in society. However, several 
features associated with autism, such as social difficulties and communicative 
language, may present particular barriers to such integration (Meldrum, 1990) and 
problems for the individual. The alternative viewpoint is that it may be better to 
understand the specific restrictions o f people with autism to discover what areas need 
support (Morgan, 1996b).
Such difficulties may be due to a misapplication o f normalization without 
consideration of the individuals best interests (M esibov, 1990). However, allowing  
people with autism to have equal opportunities to the normal population, together 
with individual planning and encouraging self-determination, can facilitate personal 
development (Thompson & M cEvoy, 1992). For example, transition to participation 
in community holiday activities can be gradually prepared for, with consideration of 
what the individual finds personally rewarding for best results. It may be that the 
person’s ability level means this is not a realistic goal, however, and so would not 
provide them with similar opportunities for enjoyment as others.
Other vital components to normalization are age-appropriateness and choice  
(Meldrum, 1990). The person’s age-appropriate participation in activities and se lf­
presentation can serve to minimise their differences from others. This further
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facilitates equal opportunities for expression and interaction, whilst choice-making 
can build confidence and self-esteem . Thus a suitable holiday should be age- 
appropriate, offer choice to the individual, and encourage social acceptability without 
disregarding an individuals’ needs, but rather adapting to them to enhance personal 
involvem ent (Dattilo & Schleien, 1994). Individual application is key.
4.2 Individualisation
Deciding whether an individual with autism should go on holiday must be related to 
their specific characteristics. Throughout the autism literature, individual needs are 
stressed, and it is emphasised that facilities should be tailored to meet these 
(Meldrum, 1990). It is especially important given the different ways autism is 
expressed amongst individuals, and in the context o f different ability levels and 
secondary disabilities. By focusing on the individual’s needs and choices, their 
potential and personal satisfaction will be maximised (Mitchell, 2001).
The Individual Plan is a tool for tailoring services to individual needs and wishes 
(Meldrum, 1990). Individual Plan meetings may be particularly useful for deciding 
about and planning a holiday. They typically include the client and key people in the 
individual’s life, with professionals and carers (Radcliffe & Hegarty, 2001). A  
clinical psychologist may simply provide information, or be involved in more detailed 
planning and preparation. ^
Som e criticisms have been made o f this process, such as insufficient client and carer 
involvement, and overemphasis o f personal inadequacies compared to strengths 
(Radcliffe & Hegarty, 2001). A clinical psychologist may have a role in reducing 
these. For example, a clinical psychologist can balance information about the 
individual’s strengths and weaknesses by providing a developmental context. They 
may also help others to understand the unconventional pattern o f learning o f people 
with autism (Morgan, 1996b). Through understanding the importance o f enabling the 
client to express preferences in planning their own goals (Leggett & Bates, 1996), 
they can support and involve them in this process.
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4.3 Individual Rights and Consent
In discussing whether a person with autism and a learning disability should go on 
holiday, a significant issue is to what degree they themselves are able to make this 
decision. Articles o f the recent Human Rights Act include rights to personal freedom, 
and freedom of thought and expression (Hughes & Coombs, 2001). It is therefore 
important for a clinical psychologist to assess the autistic person’s capacity for 
decision-making. Moreover, it might be seen as one’s professional duty to encourage 
disadvantaged persons to exercise their capacity to the greatest extent possible (Wong, 
Clare, Gunn & Holland, 1999), and so individual assistance to develop these skills 
might be required.
Although the right to self-determination (the act o f deciding for oneself) is seen as a 
basic legal and ethical principle (W ong et al., 1999), certain conditions apply. These 
include appropriate information, freedom from coercion, and capacity for decision­
making. Individuals’ difficulties as a consequence o f their autism or learning 
disability may impair this capacity. Legal definitions say that the individual must 
possess an adequate knowledge o f the purpose, nature, likely effects and risks of 
treatment, and any alternatives to it (Department o f Health & W elsh Office, 1993, as 
cited in Arscott, Dagnan & Kroese, 1999). However, capacity can more generally be 
defined as the extent to which the person’s understanding, knowledge, and abilities 
meet the demands o f the tasjc involved in making a particular decision within a 
particular context (Wong et al., 1999).
If the person with autism has a degree o f capacity to decide to go on holiday, then this 
must be respected, and this skill used with the person to plan an appropriate holiday. 
However, if  the person is not deemed to have the capacity to make such decisions, 
they are usually made by proxy through considering ‘best interests’2 (W ong et al.,
1999). Proxies may be informal, such as family members or carers. Other people, 
such as health professionals, may also be involved according to the significance o f the
2 ‘Substituted judgem ent’ is another approach, w hich requires the proxy to make a decision  w hich best 
reflects the person’s choice if  they had capacity. This would seem  problematic and inappropriate for 
individuals with autism, as it is probably im possib le to validly infer this hypothetical choice.
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implications o f a particular decision. With health, mechanisms are required to ensure 
the individual is not deprived o f treatment, but in discussing holidays, this can be 
extended to ensure individuals are not deprived of personal opportunities. Thus a 
psychologist might assess how a holiday could affect the client’s psychological state.
When a proposed action is not a necessity (as a holiday might be viewed), assessment 
o f what constitutes ‘best interests’ becomes more controversial. Particularly with 
respect to features characteristic o f autism, such as resistance to change, social 
withdrawal, and obsessive interests, opinion about what is in the best interests o f the 
individual may vary.
In one example, a woman with autism was m oved from an unsuitable placement to a 
better one without informing her o f  the decision (Sandford, Gralton & Donovan,
2001). Although such ‘deception’ might be seen as wrong, it was in this case justified  
on therapeutic grounds (allowing her to decide would have caused serious harm to her 
mental state). Sandford et al. (2001) argue that if  the individual’s difficulties lead to 
lack o f  capacity to consent, they can consent by proxy through compliance with the 
plan. However, in environments where individuals are never given opportunities to 
make decisions, they may not be aware o f any alternatives to compliance, and so this 
philosophy might be dangerous for som e individuals.
Thus, if  at all possible, there should be some efforts to develop som e level o f capacity 
to consent, for example, through psychoeducation and intervention. In supporting a 
person with autism to decide whether to go on holiday, or deciding for them by proxy, 
the dilemma is in balancing respect for their autonomy with the individual’s need for 
care and protection from harm (W ong et al., 1999). Helping a person to develop 
decision-making skills and seeking the opinions o f others about their capabilities can 
enhance this capacity. However, if  their level o f ability precludes the capacity to 
consent, the opinions o f significant others and professionals must be combined to 
guide the decision-making process.
\
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5. Individual Assessment and Preparation
The clinical psychologist’s role will focus on using psychological knowledge about 
autism to help decide whether going on holiday for a particular individual is 
consistent with the principles outlined in the first section o f this essay. This will 
involve assessing the individual. In all assessment, difficulties inherent in obtaining 
valid information from people with autism, for example, impoverished language, 
obsessionality (Howlin & Good, 1998), should be recognised. Supplementary 
interviews with carers are useful.
When devising an individual programme, such as one for a holiday, one must take 
into account the basic impairments o f the disorder, any secondary disabilities, and the 
effects o f personal experience (Elliot, 1990). The decision to go on holiday may only 
be appropriate if  it is tailored to the individual’s needs, and preparation may be 
required for success. This may include teaching and supportive interventions with the 
client, as well as staff training.
5.1 Capacity to Consent
Firstly, that person’s ability to decide for themselves whether they should go on 
holiday should be assessed. Clinicians often rely on their own and colleagues’ 
subjective impressions o f an individual’s capacity to make decisions, but measures 
have been developed to assess capacity operationally (Arscott, et al. 1999).
Arscott et al. (1999) found that people with learning disabilities often find decisions 
about their rights, options and the impact o f their choices the most difficult. They  
also had little appreciation that they could refuse. Verbal and memory abilities were 
found to influential factors in an individual’s capacity to consent, and assessment of 
these might therefore help determine the level at which to pitch information presented 
to clients. Further assessments o f IQ, memory, language ability, and more specific 
holiday-related abilities can help identify areas where individuals require increased 
assistance to understand information.
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It is important to enhance the client’s ability to consent, as not only is this central to 
normalization (as part o f making personal choices -  Morgan, 1996a), but it also 
contributes to the well-being o f the client (Radcliffe & Hegarty, 2001). Education 
about decision-making may be required, which is most effectively done when people 
are encouraged to make lifestyle decisions on a daily basis (Arscott et al., 1999).
5.2 Psychological Profile
Secondly, the individual’s profile o f skills and impairments should be assessed in 
order to help tailor holiday practicalities to them. Systematic assessment is required 
as certain sectors o f development may be more severely impaired in autism, whilst 
others remain within normal limits. Useful procedures include obtaining historical 
information, and intellectual, social skills, communicative, and adaptive behaviour 
assessment3 (Volkmar & Lord, 1998). For a holiday, it may additionally be important 
to assess personal preferences and what motivates the person.
There are certain characteristics o f autistic persons’ psychology which should be 
looked for in individual assessment, and direct strategies used to ensure they do not 
impede the person’s understanding or preparation for a holiday. Cognitive differences 
such as poor sequencing skills and understanding o f  cause and effect (Elliot, 1990) 
may affect motivation, as individuals may be unable to anticipate the results o f their 
own activities; for example, clim bing a mountain to see the view  at the top. In 
preparing an individual for a holiday, it is important to know what difficulties they 
have with generalising and learning from mistakes, also characteristic o f people with 
autism (Prior & Ozonoff, 1998). This may mean only strictly relevant learning 
environments are required, and an emphasis on errorless learning.
Persons with autism are often distractable and impulsive; have difficulties prioritising 
relevant details; find symbolic and abstract communication difficult; and have 
difficulties combining ideas (M esibov & Shea, 2002). Conversely, they may have
3 The Autism  Diagnostic Interview -  R evised  (Lord, Rutter & Le Couteur, 1994) provides m ulti­
dim ensional information o f  the pattern o f  deficits in social, com m unication, and behavioural dom ains, 
and is particularly suited to adults.
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strong rote memory, visual-spatial processing, and abilities with concrete materials 
(Prior & Ozonoff, 1998). If the person is to enjoyably and safely participate in 
holiday activities without disruption, such qualities must be known about, so that 
strategies to communicate with and involve the person with autism whilst on holiday 
are optimally used.
5.3 Features of Autism
Social skills
Typical social difficulties o f people with autism include failing to associate visual 
cues with particular people, and so finding the changing nature o f social scenarios 
problematic (Matthews, 1996). However, individuals vary in their tolerance o f and 
interest in different kinds o f social contact (Elliot, 1990), as well as the nature o f their 
social relatedness (Volkmar & Lord, 1998). Thus individual assessment o f these 
skills is necessary to understand what settings and activities w ill be suitable for that 
individual on a holiday. It may also provide opportunities to learn and develop  
socialising skills.
Communication
D elays and peculiarities in speech and language development are frequently found in 
those with autism (M esibov & Schaffer, 1986). Some individuals have speech, but it 
may be characterised by flatness o f tone and expression, literalness, repetitions, and 
difficulties with the rules o f dialogue (such as turn-taking). Others are mute, or only 
communicate through pointing and touching (Prior & Ozonoff, 1998). Details o f  a 
person’s way of communicating and particular difficulties need to be known so that 
carers and holiday staff are more able to communicate with the person. This can 
prevent distress and problematic behaviours which may result when people with 
autism do not understand what is happening around them. If the person understands 
alternative speech systems -  for example, sign language, picture cards, word cards -  
staff should be aware o f and use them.
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Behaviour
The behaviour o f people with autism is often affected by resistance to change, unusual 
sensory preferences or sensitivities, and unusual fears (Elliot, 1990). Although 
change is often resisted, complete changes in environment can be welcom ed as long 
as the purpose and limits o f the changes are explicit (Jordan & Powell, 1996). A  
person with autism can be helped to predict change via visual representations, such as 
pictures and calendars (Howlin, 1998). Understanding behaviours can help tailor 
activities so that they are positive and enjoyable, without inhibiting normal 
opportunities for personal development or interaction with others.
Autistic individuals may also have problems with stereotypical, aggressive, and self- 
injurous behaviour (Volkmar & Lord, 1998). D ecisions about going on holiday will 
depend on its degree o f severity and disruption, and how difficult behaviour is 
managed. If it is particularly severe, it may be unwise to go on holiday as disruption 
in routine can exacerbate such behaviours (Volkmar & Lord, 1998). However, these 
authors also recommend breaking up the day with stimulation and leisure time to 
reduce self-injurous behaviour. It is important that if  strategies are in place to contain 
problematic behaviour, carers are able to continue with consistent responses 
throughout the holiday.
Individuals with autism may also characteristically have obsessive interests, which it 
is important to explore. This may inhibit their contact with other people, and prevent 
‘life tasks’, such as preparing for events (Taylor, 1990), which may include leisure 
activities. However, Taylor (1990) additionally argues that such interests can offer 
the potential for social integration in a field o f interest that other members o f society  
are also especially interested in, such as trains, or golf.
5.4 Secondary Disabilities
Additional factors which are significant in the life o f the person with autism should be 
assessed. These include their physical health and any psychiatric problems.
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Individuals with autism, and particularly those with learning disabilities, often have 
associated medical conditions, such as sensory impairments, tuberous sclerosis, and 
epilepsy (Bryson & Smith, 1998). It is important to be fully aware o f the extent o f  
such conditions so that one can evaluate the degree to which they may present risks if  
the individual is away from their usual environment. For example, the risks 
associated with sudden seizures can be minimised by having staff who are 
knowledgeable and supervise the person (Elliot, 1990), and who are aware o f possible 
side-effects o f medication which may become more apparent in a holiday 
environment (Mesibov & Schaffer, 1986).
A clinical psychologist should also assess comorbid psychiatric disturbance when 
assessing an person with autism. In one study sample, 40% o f individuals with autism 
were found to experience psychiatric ‘episodes’ (Bryson & Smith, 1996). Anxiety  
and depression are the most prevalent problems (Howlin & Goode, 1998).
How such vulnerability may affect the individual on a particular type o f holiday must 
be considered. For example, individuals typically suffer extreme anxiety with respect 
to uncertainty and unpredictability (Howlin & Goode, 1998), so these must be 
reduced as much as possible in preparation and experience o f  the holiday. Support 
which the individual receives should continue in some form over the holiday’s course. 
Further, exacerbating factors should be identified and m inim ised from the holiday 
setting.
5.5 Choice
People with learning disabilities feel they experience little choice or control over 
many aspects o f their lives (Mitchell, 2001). However, choice and self-determination 
are key aspects of normalization, and also o f leisure (Reynolds, 2002). Fain (1986) 
argues that professionals must encourage free expression among individuals regarding 
leisure choices, and accept when these challenge their own. Offering choice to 
individuals with autism can enhance self-confidence (Leggett & Bates, 1996). Even 
individuals with severe learning disabilities were found to benefit from being allowed
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preferences, for example, with reduced social avoidance and increased spontaneous 
communication (Dyer, Dunlap & Winterling, 1990).
Exercising personal preference requires a reasonable range o f experiences and the 
necessary personal skills to make and communicate choices (Meldrum, 1990). Thus 
some preparation and assistance may be required. People with autism may experience 
being given choices as overwhelming (Caldwell, 2001). This can be remedied by 
working to help the person understand all the material (for example, using concrete 
objects), avoiding too much information, and helping them explicitly experience the 
process and consequences of choosing (Caldwell, 2001).
There is sometimes concern that allowing free choice will lead people with autism to 
use the time in passive, aimless activity (Meldrum, 1990). However, since people 
make choices based on experience, it may be others’ responsibility to offer different 
experiences to people with autism. Further, since such an important component o f  
leisure is freedom, even some ‘aim less’ activity should be respected if  it is a t r u l y  
informed choice. After all, many o f us will spend a holiday ‘aim lessly’ lying in the 
sun. Therefore a balance o f activities is ideal.
6. Tailoring the Holiday
Meldrum (1990) sets out important principles to observe about holidays for people 
with autism. These include tailoring the location, duration, accommodation, staff 
support, number o f people present, and activities, to the needs o f the individual to 
ensure a positive experience. Specific categories o f needs which are mentioned  
include physical health; safety, security, and structure; relationships; confidence and 
self-esteem; and self-fulfilment and autonomy. These provide a useful framework to 
consider how much support an individual with autism requires in each area and decide 
whether and how this can be provided on a holiday.
It is also important to examine the holiday environment and planned activities, and do 
discrepancy analysis specific to the person’s performance in different activities 
(Dattilo & Peter, 1991). The individual’s living environment is often part o f
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treatment, especially for autism, in which social milieu is often the primary treatment 
(Larkin, 1997). The degree o f interaction with others, the range o f settings, and the 
complexity o f skills required for success must be taken into account in preparing a 
suitable holiday (Henning & Dalrympole, 1986). The individual’s experience can be 
enhanced by systematic instruction and assistance to refine skills and alleviate 
identified barriers (Dattilo & Peter, 1991).
Whilst care should be taken to identify individual interests, inadequate financial, 
transport, and staff support can limit the potential for these to be properly interpreted 
•and expressed (Reynolds, 2002). The real practical constraints on tailoring a holiday 
to an individual’s needs must be openly dealt with, and if this disallows some specific 
supports, a less demanding holiday (perhaps just one day) may be more appropriate.
7. Carers and Staff
Preparatory staff training can help to reduce potential risks and enhance benefits to 
the individual on holiday. A clinical psychologist w ill often act in consultation with 
carers by offering staff preparation and training, and liase with workers at the holiday 
setting (Morgan, 1996). They can provide simple guidelines and encourage consistent 
responses across groups o f people and activities, for example, with respect to the 
individual’s level o f social tolerance (Elliot, 1990). Bryson & Smith (1996) argue 
that people with autism fare best in environments where others understand autism- 
associated impairments and methods for enhancing a person’s functioning and quality 
o f life. Understanding o f the individual is paramount, for example in terms o f the 
potential for misunderstanding o f both verbal and nonverbal communication 
(Meldrum, 1990).
Change from the security o f having usual staff can be extremely stressful and provoke 
problem behaviours (Elliot, 1990). Therefore, it is essential that a familiar carer 
accompanies the person with autism on holiday, who can provide the degree o f  
structure and communication support which enables them, to express their strengths 
and enjoyment (Morgan, 1996c).
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Carers can also benefit from holidays. They can undergo a great deal o f stress, and 
leisure programmes can provide relief and respite for both carers and clients from 
being in one another’s way and making demands on one another (Seed, 1996).
8. Conclusions
People with autism have unique social, communication, and behaviour difficulties, 
and those with learning disabilities may express these more severely (Elliot, 1990). 
However, this essay argues that they should nevertheless have the opportunity to go 
on holiday. A holiday offers numerous benefits, including freedom o f choice and 
enjoyable activities. Holidays are part o f normal societal life, and individuals with 
autism should have equal opportunities to access them as others.
Ideally, people with autism should be supported to decide for them selves about 
holiday plans. However, if  they are unable, others who know the individual should 
decide according to what is in their best interests. This w ill necessitate specific 
knowledge about autism and, more importantly, about the individual, in order to tailor 
holiday plans to their individual needs. A  holiday may require considerable 
preparation and learning for both carers and the person with autism. As learning is 
difficult for all those with learning disabilities, the extent o f this must be considered 
carefully (Jordan & Powell, 1996).
A clinical psychologist is in an ideal position to assess the person’s abilities in the 
above areas, and make pertinent information about the individual available to 
professionals and carers. They may also have a role in assisting with preparation for a 
holiday. Following M esibov & Shea’s (2002) analogy, a clinical psychologist will 
hope to act as a cross-cultural interpreter to help others understand the autism  
‘culture’ and translate the non-autistic environment to the person with autism.
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1. Introduction
Psychoanalysis focuses on subjective experiences and aims to explore and understand 
their expression in the psychotherapeutic setting (Dare, 1987). Although the 
developmental context is important, analytic work emphasises understanding 
relationships, especially the current relationship with the therapist (Copley & Forryan, 
1987). However, a range o f disciplines use psychoanalytic approaches with children, 
in diverse settings and without necessarily having a specific commitment to individual 
psychotherapy for children (Sutton, 1991). This implies that psychoanalytic concepts 
are used in a variety o f ways. This essay will focus on two concepts -  projection and 
containment -  and how clinical psychologists might use them to facilitate their work.
“Theory informs both how we think and what w e do” (Lombardi & Lapidos, 1990; 
p.92), and whilst psychoanalytic theory may inform our understanding, it is not clear 
how this extends to matters o f technique and clinical issues. Therefore I will first give  
an overview o f the literature- and research-base underlying the use o f psychoanalytic 
concepts in clinical work. To set this discussion firmly in the context o f work with 
children, I will then give a brief description o f developmental considerations. In the 
second section of this essay, the meaning o f projection and containment as 
psychoanalytic concepts will be described, as w ell as their potential significance in 
child settings. I will then discuss the contribution that each may make, first to the 
understanding, and then to thg. practice o f clinical psychology work with children. 
This discussion will focus on children rather than adolescents, in an attempt to 
provide a clearer context o f family relationships4 to link to the concepts, and also to 
reflect much of the psychoanalytic literature.
2.1 Research on Psychoanalytic Concepts
Developmental theory has become central to the evolution o f psychoanalytic 
concepts, but the theory and research-base for clinical psychoanalytic work with
4 A dolescents are som etim es thought to be in a state o f  ‘conditional independence’ in relation to their 
parents (Sutton, 1991) and thus have more a more com plex interpersonal world. Given the im portance
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children is thought to be limited (Lombardi & Lapidos, 1990). Som e literature 
reviewing research on child psychotherapy has found it to be effective, such as 
Lieberman’s (1992) study of high-risk mother-infant dyads. Although this tested the 
use o f particular concepts under conditions o f everyday. clinical practice, the 
methodological quality is uncertain (for example, there was no control group or 
details o f outcome measures’ integrity). Both clinical and methodological quality 
must be incorporated to maximise the value o f such research. Unfortunately, few  
child treatment outcome studies involving psychoanalytic models exist (W eisz & 
Hawley, 1998; Wolpert, Fuggle, Cottrell, Fonagy, Phillips et al., 2002), and when 
they are evaluated in randomised-controlled studies there is limited evidence for 
effectiveness (W eiss, Catron & Harris, 2000). These problems limit the ability o f this 
discussion to link using projection and containment in practice to an evidence-base.
As Clinical Psychologists aim to carry out evidence-based practice, the use o f 
psychoanalytic concepts is controversial. Som e argue that, due to its subjective focus, 
systematic and objective evaluation cannot be undertaken, and thus generalization 
may be impossible (Dare, 1987). However, it has also been argued that 
developmental psychology is the poorer if  it fails to take into account interpersonal 
and emotional processes (Murray, 1989). Others have argued the importance o f  
integrating psychoanalytic thinking into other therapeutic disciplines (e.g. family 
therapy. Lamer, 2000). Moreover, the value o f multiple interventions (Wolpert et al.,
2002) points to the merit o f incorporating different concepts in a systematic way.
2.2 Developmental Issues
Development is a continuous process and although stages o f development are often 
described, transition between these is not abrupt, but occurs over periods o f time 
(Barker, 1995). Tremendous change occurs in the early years. Developmental tasks 
o f the first year o f life include the development o f basic trust (vital for the capacity for 
intimacy), bonding between the child and care-givers, and rapid advances in social.
o f  relationship matters in psychoanalysis, it would be difficult to fully discuss these broader issues with 
respect to both projection and containment within the lim its o f  this essay.
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intellectual and motor functions (Barker, 1995). There is growing social reciprocity, 
the organization of emotions, and integrative abilities (Murray, 1989).
These skills continue to develop with the emergence o f language, a sense o f  
autonomy, development o f conscience and identification with others during the pre­
school years. Mental defence mechanisms are also thought to develop in this period. 
In middle childhood cognitive skills continue to progress with conscience and 
personality attributes, and psychosexual development (Barker, 1995).
Young and pre-adolescent children will most often present to services due to issues 
around development (and its disorders) rather than clear psychiatric syndromes 
(Barker, 1995). With children, we therefore need to base our work around the 
developmental level o f the child and be flexible in how we communicate or develop  
interventions. Children are dependent on their environment for the opportunity to 
develop, thus interactional processes with care-givers and life experiences are crucial 
(Graham, 1991). Like individuals, families change and develop, so the fam ily’s 
developmental stage also requires consideration (Barker, 1995).
3. The Meaning of Projection and Containment
3.1 Projection
Projection is “the process by which specific impulses, wishes, aspects o f the se lf or 
internal objects are imagined to be located in some object external to o n e se lf’ 
(Rycroft, 1995; p. 125). It is thought to be a significant factor underlying feelings 
towards others and relationships (Garland, 2001). This concept is derived from Klein 
(1952), who believed that projection (putting out) was a vital mechanism which, 
together with introjection (taking in), was necessary for construction of the 
individual’s inner world.
Klein described how the child regularly attributes its own impulses to other objects. 
By introjecting these objects distorted by his own projections, he acquires internal 
objects possessing his own qualities. Projection is therefore seen as part o f the normal
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developmental process (Rycroft, 1995). Winnicott (2002) argues that it is through 
continual projection and introjection that personal inner reality can be established 
against chaos both within and without. This is consistent with the development o f  
autonomy, as well as defence mechanisms and identification with others, in the first 
years o f life.
Klein viewed projection as a defence mechanism whereby bad feelings and parts o f  
oneself are split o ff from good elements. She developed this in the concept o f  
projective identification (Garland, 2001). Here, by projecting badness into the 
mother and hatred towards these bad parts, the child attempts to redress the balance in 
its inner world. However, good parts are also projected in this process, so she is also 
identified with loving parts -  essential for the development o f strong and healthy 
object relations. Through continual reassurance from the mother, the child accepts 
this ambivalence with increasing reliance on himself, and separates from  
identification with his mother.
However, poor handling o f this integrative process can lead to continued projection. 
To protect oneself against one s own dangerous or conflicting parts, they are 
attributed to external persons or events (Klein, 1952). This can happen in a number o f  
different ways (Rycroft, 1995): by remaining directed at the original object (e.g. I 
don’t hate X , but Y does); becoming reversed (e.g. I don’t hate X , but X  hates me); or 
by attributing feelings which derive from som e past object (e.g. X  hates me, the way  
Y did in the past). Such projective processes are defensive against painful feelings, 
whilst in the course o f normal development they are integrative processes, designed to 
overcome difficulties (Alvarez, 1992). Early occurrence o f  these integrative 
processes, with less conscious awareness, is thought to prevent projection becoming  
unhealthy, as well as adequate (or ‘good enough’) mothering (Winnicott, 2002).
Projection is thought to provide a glim pse o f the child’s inner world and sense o f self, 
and so has great potential significance in working with children. Further, as it is a 
process which can be either be a part o f normal development, or becom e more
3 Som e writers regard projective identification as a confusing term and advocate its abandonment 
(W alrond-Skinner, 1986) -  hence, ‘projection’ w ill be used in this essay.
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pathological, its consideration may be important both in order to facilitate a child’s 
developmental progress, and to understand and alleviate particular difficulties. These 
issues make it especially pertinent to discuss this concept in relation to work with 
children.
3.2 Containment
The term ‘containment’ is often used in psychological work, but as a psychoanalytic 
concept it has a specific meaning. Bion defined containment as an a c t i v e  process 
within relationships (Lanman, 1998). With respect to the mother-infant relationship, 
Bion (1977) viewed containment as concerned with the modification o f infantile 
fears6. Thus, the infant transmits anxious and fearful feelings to the mother. If she is 
well-balanced and receptive, she contains these in her mind, processes and detoxifies 
them, and then transmits them back to the child (Copley & Forryan, 1987). She 
allows the child to do as much anxiety management as possible, whilst being available 
when the child’s ability fails (Davis & Raffe, 1985). This is intimately linked to the 
projection concept, as projective identification is the means by which containment is 
communicated between individuals (Miller-Pietroni, 1999).
The process o f containment seems to have a number of vital functions. Firstly, being 
contained, the infant can admit feelings into his mind as they have now becom e 
tolerable (Bion, 1977). Secondly, the mother has communicated that, although 
fearful, such feelings can be managed, given meaning, and survived (Trowell & 
Bower, 1995). Thirdly, over time, it is thought that the child takes in the feeling o f  
‘being contained’ from such experiences. That is, he gradually develops his own 
inner space for containing anxieties, and own containing processes (Copley & 
Forryan, 1987). In this definition, containment is active and interactive.
Winnicott used a similar notion of ‘holding’ to describe how the primary carer 
provides the conditions for development to call the child into psychological life
6 It seem s that happy states are not a stimulus to thought, and so can be more passively enjoyed, w hilst 
more negative experiences need to be dealt with (C opley & Forryan. 1987); thus it is these negative  
states which most often require containment.
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(Lanman, 1998). This can also be related to the relationship between a therapist and 
client. However, Lanman argues that containment goes further. Specifically, through 
containment the container allows the child’s state to be evoked in herself; processes it 
so that she can attend to it in the child in an identifiable and appropriate way; and 
transforms the information (usually somatic or sensory) into something mental which 
can be thought about or stored in memory (Britton, 1992, in Lanman, 1998). 
Containment therefore allows communication to provide emotional links between 
thoughts, words and somatic states, as oppose to being em otionally-hollow (Miller- 
Pietroni, 1999).
Thus the child uses the mother’s capacity to think, feel and experience to help him 
cope and enable further development. It is thought that learning to tolerate painful 
emotions is an important developmental step for the child, and containment offers the 
basis for a child’s own capacity to deal with anxiety (Copley & Forryan, 1987). This 
is consistent with organizing emotions and gaining defence or coping mechanisms 
through development (as described above).
Containment seems important to consider when working with children as it is directly 
applicable to the child’s relationship with carer figures. Since the quality o f  care a 
child receives influences so many aspects o f his development, and children can be 
particularly sensitive to relationship difficulties in their environment (Barker, 1995), 
this concept may have particular use for a clinical psychologist. Its clear link to the 
therapeutic relationship further enhances its relevance in this discussion.
4. Using Projection and Containment to Enhance Understanding
In this section, I will discuss how these concepts may contribute to the continual 
process o f understanding through formulation, including some links to other clinical 
models. As discussion of these concepts in the literature tends to be relatively 
abstract, I will attempt to use some examples o f difficulties children might typically 
present with to a clinical psychologist to illustrate this section.
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4.1 Projection in Understanding
Projection can be seen as a distinct manifestation o f a component o f the child’s inner 
reality in the external world. It is hypothesised that one’s inner world consists o f  
unconscious representations o f impulses, sensations and emotions (Copley & Forryan,
1987). Being unconscious, this world cannot very readily be observed. However, 
projection may provide a sign which a clinician can use to understand the child’s 
relation both to external and internal things.
Children may lack means o f emotional expression that are understandable by adults, 
and may indicate their internal mental or emotional state through external behaviour 
(Klein, 1952). Similarly, it may be hard for a child to express attitudes to difficult 
relationships, but easier to project these onto other objects in the environment through 
a defence mechanism. Projection may regulate negative emotion in the short-term 
(although it often maintains psychological problems in the long-term, Carr, 1999): for 
example, a child may feel anger towards his parents but project it onto his siblings, 
thus damaging family relationships. B y being aware o f projective mechanisms, the 
clinician may gain a better empathie understanding o f the child, making sense o f  
behaviour or emotional difficulties in the context o f the child’s subjective 
experiences.
The concept o f projection can inform our understanding o f children’s difficulties 
within different therapeutic approaches. The significance o f the family context means 
work with children often involves work with families. In family therapy, problems of 
individual members are regarded as functions o f the way the family members interact 
(Barker, 1995). Projective identification is thought to occur by m u tu a l  p a r t i c i p a t i o n  
through unconscious influence (Lombardi & Lapidos, 1990), and may be particularly 
useful for understanding family dynamics. Thus one individual’s projection will 
cause another individual to respond in a certain way. Lieberman (1992) proposes that 
a mother may have a distorted perception of her child through its representation to her 
of negative aspects of herself, which she then projects onto it. At the same time the 
child’s own characteristics interact with the parent’s perceptions to create highly
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specific patterns o f maladaptive relationships7. Lieberman outlines how such 
projection can produce distortions o f  secure base behaviour. For example, she 
describes one mother who called her son ‘a monster’ due to her fears about his 
abusive father, and the boy acting out in line with her expectations.
At other times, formulation may focus on more cognitive processes within the child. 
The concept o f projection may then be used to understand cognitive style and 
attributional biases. For example, a child may keep anxieties away by splitting good 
and bad elements both internally and externally, and keeping them separate (Garland,
2001), which may result in ‘black and white thinking’ and distorted attributions. This 
may be particularly pertinent to conduct disorders. Carr (1999) describes how  
punitive or neglectful parenting may lead children to experience their parents as either 
good or bad, and then reflect this by behaving morally towards individuals who are 
identified as ‘good’, and immorally towards those identifies as ‘bad’.
In clinical literature there tends to be a focus on projection o f hate/fear relations, but it 
may be important to remember that Klein (1952) postulated that the love relation 
(towards the mother and the environment) also exists from the beginning. This can 
help to understand the complexities o f the child’s inner world and prevent our 
understanding from becoming fixed on a problematic negative relation without 
placing it in the context o f others, as w ell as identifying the child’s resources.
4.2 Containment in Understanding
Containment can help enhance our understanding in work with children if  we consider 
what role it plays in normal development, and its effects when something goes wrong. 
In everyday life, containment between children and their carers occurs through non­
verbal communication, as part o f the carer’s ongoing responsive attention to enable 
further development (Copeley & Forryan, 1987). Similarly to parents, the clinician  
may also function to contain acting out and maintain tension at a tolerable level 
(Davis & Raffe, 1985).
7 This may be particularly important in the toddler years, when the developm ental transition betw een  
the intrapsychic and interpersonal worlds towards autonom y becom es so salient (Lieberm an, 1992).
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Poor containment o f the child’s experiences within boundaries may lead to the child 
projecting feelings outside o f itself and experiencing itself and others in a fragmented 
form (Klein, 1952). Without the safety o f containment, the child may feel deprived o f  
security and cling to his carers, or find regularity in possessions, obsessional activities 
and routines to protect him self from the disorganization o f external reality -  which 
can result in arrested development and loss o f self-knowledge (Skynner, 1990). These 
descriptions are reminiscent o f separation and repetitive anxieties (Carr, 1999).
Failures in containment may occur either because the carer has difficulty actually 
accepting the child’s feelings, or due to difficulties using the containing function 
within the child (Copley & Forryan, 1987). When the carer is not capable o f  
containing the child’s feelings, the child will experience these feelings without 
processing or understanding them, leaving it with what Bion (1977) calls ‘nameless 
dread . The child may then be hampered in its emotional understanding and coping 
mechanisms (Copley & Forryan, 1987).
The implication seems to be that without containment, loss or other emotional pain 
may not be understood and then expressed inappropriately; for example, by acting 
out, with tantrums in toddlers, conduct problems in older children. A further 
significant consequence, apart from problematic emotional organization, is loss o f  
interpersonal experience (Copley & Forryan, 1987). Thus it may be the ability to 
share emotional communication in a relationship which is also lost (similar to 
Erickson’s notion o f basic trust; Barker, 1995), especially i f  containment fails at an 
early age. Early failures in containment (for example, abusive experiences) may 
prevent the development o f internal emotional structure.
A child’s difficulties with using the containing experience may therefore be a result o f  
previous bad experience and lack o f basic trust. However, others have hypothesised  
that certain in-built characteristics could also lead to loss o f the containing function. 
For example, greater toleration of frustration could lead to a lack of communication 
with the mother and a subsequent sense o f superiority and self-sufficiency (Copley & 
Forryan, 1987). However, given research which supports infants’ basic motivation to 
communicate with the mother (Murray, 1989), this seems unlikely. Nevertheless this
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points to the importance o f looking at both sides and identifying the dynamics o f the 
containing relationship. A reversal o f the containing function between mother and 
child, for example, if the mother is depressed, may lead the child to develop a 
negative sense o f self (Trowell & Bower, 1995).
When families have relationships which are saturated with conflicts and cannot 
provide containment, it could be thought that it is healthier for them to separate and 
re-order. However, research has shown that even in extremely problematic 
relationships, children can be devastated when parents’ relationships break down, 
(Cockett & Trip, 1994; in Trowell & Bower, 1995). It may therefore be vital to 
remember the likely impact o f family structure disturbances on children, for example 
in terms o f having a c o n s i s t e n t  container. Containing experiences must have a certain 
stability and reliability to support development, whilst also being open to learning and 
growth (Skynner, 1990). The danger is that relationship changes could lead to 
unhealthy family systems which becom e rigid and closed in a bid to find less 
disturbance. Poor adjustment to bereavement may illustrate this, where a fam ily’s 
rigid focus on denial or anger prevent containment for the child, who is then 
vulnerable to depressive or aggressive responses to the bereavement (Carr, 1999).
Containment can be used by system s in different ways and this can inform our 
understanding particularly when dealing with multi-agency or com plex systems. It 
may be transformative, where communication is taken in, and attempts made to help 
growth and change for a child; safety-net containment takes in communication in an 
attempt to understand it but help is limited to supporting and preventing deterioration; 
repressive containment may also occur, where the system feels it has to set limits on 
communication as there may individuals involved who cannot take in alternative 
understandings o f the situation (Miller-Pietroni, 1999). It can be crucial to consider 
containment within the clinician’s relationship with the child using these descriptions 
to clarify the role of containment for the child, to decide how and where this should 
be provided, and consider any ethical dilemmas.
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5. Using Projection and Containment to Enhance Practice
The concepts o f projection and containment can inform clinical practice with children 
by considering these processes both in children’s outside environment and within the 
therapeutic environment o f services.
5.1 Projection in Practice
In order to use the concept o f projection we must try to be sensitive to specific signs 
of significant projective processes. A serious discrepancy between a parent’s 
description and the therapist’s experience o f a child could indicate that parental 
projective identification may be contributing to problems (Lombardi & Lapidos, 
1990). Alternatively, in considering the different manifestations o f projection 
(Rycroft, 1995), the clinician may need to be sensitive to any particular themes arising 
out o f the work, whether around different objects (people, events or situations) or 
reversed attitudes, as projection can affect the way individuals construct and conduct 
relationships in these ways (Lombardi & Lapidos, 1990). Copley & Forryan (1987) 
describe a child from a family in which several members suffered from serious illness, 
who showed chaotic play in sessions and confusion about dates o f sessions -  the 
hypothesis is that there was similar chaos in his inner world.
Som e clinicians believe that it is not unusual for the main means o f communication to 
be through projective identification, using physical symptoms, behaviour, and other 
non-verbal expression (Miller-Pietroni, 1999). This may be particularly relevant to 
children, who may naturally rely on non-linguistic communication. Winnicott 
suggests that projection can be uncovered through play (in Copley & Forryan, 1987). 
For example, children who have been abused or deprived may project their fearful or 
aggressive experiences into sessions. A simple play approach may fulfil the need for 
having a good experience with an adult but may not be sufficient to help them  
develop into a healthier path (Sutton, 1991). The clinician must be aware o f possible  
idealisation, and Sutton describes the importance o f working through this, whilst not 
neglecting explanations o f positive projections, such as the need for love. Giving
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meaning to these feelings may serve to enhance the child’s discrimination o f emotion 
(Copley & Forryan, 1987).
An aim o f the clinician’s work may be to help the child introject some of the feelings 
he has experienced. Klein (1952) argued that various aspects o f the experience or 
object must be synthesised, including emotions relating to it, so that it becomes 
tolerable as a whole. This may be a useful concept to consider alongside some 
aspects o f cognitive behavioural work, for example, linking up thoughts, behaviours 
and feelings to increase understanding and coping (Carr, 1999). As these factors each 
have their own inner representations, by organizing one’s inner world in a different 
way, it is thought one’s relationship to the external world w ill change (Copley & 
Forryan, 1987).
In order to explore projections with clients, information must be gathered about past 
and present events and relationships, in order to obtain different possible viewpoints 
o f those involved. If a child’s subjective experience and the meaning o f this 
attributed by his mother are discussed, alternative understandings can be achieved and 
integrated within individuals to alleviate the role o f projection (Lieberman, 1992). A  
clinical psychologist can provide the child with alternative means o f expression by 
facilitating the management o f negative feelings through more mature mechanisms 
such as self-observation, assertion, and sublimation (Carr, 1999).
With adults, projections are usually interpreted, but the developmental level o f the 
child and the emotional impact on the family needs to be taken into account, and a 
range o f techniques may be required. Empathie responding, focusing on the 
interpersonal world through play and reframing, or work with the child and family  
may be appropriate according to individual circumstances (Lombardi & Lapidos, 
1990). Lieberman (1992) describes how both dyadic and individual formats may be 
used to mirror the range o f natural experiences for the child, emphasizing emotional 
communication whether through body language, movement, play, or words. 
Challenges o f this flexible approach include knowing on which person to focus 
attention and ensuring children are not exposed to inappropriate family disclosures.
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However, joint sessions can enable individuals to directly witness others’ inner 
experiences and expand their sphere o f interactions (Lieberman, 1992).
5.2 Containment in Practice
Containment can be used in practice through focusing on its role in the child’s 
relationships, within the child itself, or in the therapeutic relationship. Copley & 
Forryan (1987) describe four metaphors for failures o f containment, in the carer and 
clinician alike. First, with sieve-like containment, communication runs through the 
container without any real attention to it (as when the mother is depressed or ill). 
‘Tea-tow el’ describes wiping away difficult feelings without any attention to their 
meaning, whilst ‘sponge’ containment soaks up distress and removes it without giving 
back any meaning. Finally, a ‘brick-wall’ type denies communication is possible. 
Understanding problems o f containment in this way can guide interventions aimed at 
modifying existing relationships which may be contributing to difficulties. This 
analysis highlights the necessity o f the recipient o f a child’s communication 
examining their feelings in order to express them back to the child in some form and 
maintain awareness o f one’s own projections onto him. This is vital in making 
decisions about whether and what work is appropriate at all. Although a clinician 
may not be able to help all children who come to her, it is important to discuss this in 
a way that is not a ‘brick-wall’.
Containment is described as non-verbal, which leads to consideration of  
communication within session. Feelings and experiences which are given meaning as 
part o f containment need not necessarily be verbalized (Lanman, 1998). In some 
situations, it may be useful to be open and explicit about thoughts and feelings, but in 
others it may be sufficient to hold them in mind and show tolerance. Lamer (2000) 
suggests that communication can occur through mutual exchange o f knowledge, 
which can create a new organization o f relationships and knowledge, allowing 
mirroring o f the containment process.
Lanman (1998) stresses that containment is active work to be done by the container, 
and analyses the crucial components. With respect to therapeutic work, these include
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self-observation, monitoring actions, observing the patient’s responses, and sensitivity  
to the atmosphere o f sessions. Garland (2001) states that by participating in a 
relationship with the patient one can observe the qualities o f earlier relationships 
which he has constructed. This involves both conscious and unconscious processes, 
and as such Lanman (1998) argues that the container cannot take the patient’s lead, as 
they will not consciously know what the matter is. Thus, if  the clinician thinks it is 
important to focus on providing this containment, she must be aware that it may not 
fit with certain models o f therapy, for example, solution-focused or narrative 
approaches, which rely more on the patient’s construction o f the situation.
Sometimes dilemmas may arise over w h a t  requires containing; that is, what is 
significant, whether overtly stated or not. This means the clinician has to be attentive 
to the other person’s communication style (Lamer, 2000). This may be particularly 
pertinent to work with children, as their developmental level affect this. In order to 
remember experiences and think about them, the child must have the capacity to form  
symbols (Copley & Forryan, 1987). This means that developmental delay over 
symbolic representation may create not just communicative and cognitive problems, 
but additional emotional difficulties also.
Containment is often cited within the context o f other therapeutic approaches (Miller- 
Pietroni, 1999). Within family therapy, alternative family stories may be brought out 
to understand people in the system, and this can include a “psychoanalytic story”. 
(Lamer, 2000) describes how therapists may need to contain both professional 
‘knowing’ and reflective ‘not-knowing’ in order to be collaborative in therapy and 
facilitate a meaningful story for patients. This may be particularly important when 
working with young children, due to the possible complexity o f understanding their 
view of the world, given different developmental levels.
Although it is not mentioned explicitly in much of the literature, a clinical 
psychologist’s role may be to enhance the carer’s containment abilities. This may be 
done through offering education in the context o f parenting skills to increase 
receptivity to the child and respond appropriately, or identifying the carer’s own 
needs. In joint sessions, parents may experience intense emotion which may lead the
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clinician to step in to modulate and integrate difficult feelings, thus containing them  
for the parent and child (Lieberman, 1994). When families experience traumatic 
events, their containment o f one another’s or even their own feelings may be depleted, 
and in such cases, a clinical psychologist can facilitate a containing setting by 
supporting both the family and other professionals involved, and help m obilize the 
fam ily’s resources. Trowell & Bower (1995) describe using this approach in 
premature baby units, groups for young mothers, and in institutional settings.
In realising the active work which containment entails, the clinician’s own personal 
capacities to contain certain states must be considered. For example, if  the clinician  
has recently been bereaved, the inner containing space (Copley & Forryan, 1987) may 
be occupied with her own processing and not have sufficient capacity for dealing with 
a client’s loss. Through defining containment as an active process, the clinician’s 
personal limits can be recognized, so that adequate ‘fitness to practice’ (British 
Psychological Society, 1995) is maintained.
6. Conclusions
In this discussion, I have presented how projection and containment are relevant and 
useful to a clinical psychologist’s work with children. It is difficult to define the 
strengths and limitations o f each concept with respect to clinical understanding and 
practice as not only is there insufficient research concerning the use o f psychoanalytic 
concepts in general, but it is further difficult to discern how they are used in 
psychotherapy. However, the literature does cite evidence from clinical exam ples 
(e.g. Lieberman, 1994; Miller-Pietroni, 1999), which provides clues as to how both 
projection and containment can be used in practice, perhaps within more fully  
researched and operationalized therapeutic m odels. This is consistent with som e of  
Freud’s ideas that “psychoanalysis... should be applied to supplement and correct the 
knowledge acquired by other means” (1914; in Wolman, 1972, p.6).
Containment is strongly linked to projection and heavily dependent on it (Miller- 
Pietroni, 1999). There may therefore be more emphasis on using projection as a 
concept to enhance our understanding of children’s internal worlds and relationships,
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whilst containment may be more directly used in clinical practice to increase 
awareness o f the function of the therapeutic relationship, and develop the child’s own 
containment resources. In working with children, communication style needs to be 
flexible, but through knowledge o f projection and containment as complementary 
processes, both therapeutic relationships and personal relationships can be enhanced.
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1. Introduction
Race and ethnicity are increasingly being considered in clinical psychologists’ work 
with older people. Much of the literature on the subject argues for the existence o f  
distinct racial and ethnic variables which influence, and are influenced by, 
psychological ageing processes (Jackson, Antonucci & Gibson, 1990). However, 
differences in older age experiences are also acknowledged, and that racial and ethnic 
influences are not all the same. This implies that there may be other variables o f  
importance to consider. Indeed, som e argue that the concepts o f race and ethnicity in 
health have not led to useful insights, and that examination o f the relative importance 
of other associated influences is needed (Bhopal, 1997).
Race and ethnicity as issues in the mental health o f older people have gained attention 
due to the changing demographics o f the older population (i.e. those over 65 years). 
The proportion of older adults in the population is increasing in both the UK and the 
US (Gallo & Lebowitz, 1999), and ethnic minority groups are a rapidly growing 
segment o f this older population (McGadney, Goldberg-Glen & Pinkston, 1987). The 
mental health o f older people from ethnic minorities has been relatively neglected in 
research and practice (Rait, Bums & Chew, 1996). However, epidem iological studies 
have highlighted the need for awareness o f the role o f cultural factors in the 
presentation and treatment o f mental illness in older people (Gallo & Lebowitz,
1999). _
In this essay, I will look at the role o f race and ethnicity in the mental health 
difficulties o f older people. First, the concepts o f race and ethnicity will be defined. 
Research examining ethnicity and related concepts in mental health is still developing, 
and I will mention some of the issues which arise in the field. The influence o f race 
and ethnicity first on the incidence, and then the treatment o f mental health difficulties 
will be discussed. This will be done through considering the roles o f other associated 
variables to evaluate the relative importance o f race and ethnicity. D iscussion will 
initially take a broad approach, but then focus on depression as a specific example.
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2. The concepts of race and ethnicity
Definitions o f race and ethnicity appear to be varied, ambiguous, and at times 
controversial. Race was thought to apply to a group o f people defined by biological 
or physical characteristics (Cardemil & Battle, 2003). However, this is now thought 
to be meaningless, as race “increasingly ... reflects geographical, social and class 
divisions rather than biological ones” ( p .1 7 5 2 ,  Bhopal, 1997). Ethnicity defines a 
group o f people with shared ancestral and geographic origins, cultural traditions and 
language (Bhopal, 1997). It therefore refers to collective identities (Cardemil & 
Battle, 2003).
Another related concept, often used alongside race and ethnicity, is culture. Culture 
broadly refers to the values, beliefs, traditions, symbols, language and social 
organization o f a group’s way o f  life (Haley, Han & Henderson, 1998). Both racial 
and ethnic differences are thought to be mediated and supported by culture, which is 
thought to be the basis for group identity (Jackson et al., 1990).
It is important to recognise that ethnicity does not just apply to minority groups, but 
that we all have particular ethnic characteristics and backgrounds (Manthorpe & 
Hettiaratchy, 1993). Thus, in England, ethnic groups include the white English 
majority, English people with different ethnic backgrounds, and immigrant groups8. 
Moreover, even within a particular ethnic minority group, there can be huge 
heterogeneity e.g. the term ‘Asian’ can refer to over 25 ethnic groups (Iwamasa & 
Hilliard, 1999). The concepts o f race and ethnicity have not been differentiated 
clearly and terminology is inconsistently used (Bhopal, 1997). Therefore, as in other 
discussions, I will use the terms to consider race/ethnicity collectively. Further, in 
line with much of the literature, this essay will focus on ethnic minority and 
immigrant groups to consider race and ethnicity.
8 H ow ever, factors associated with ‘white E nglish’ ethnicity are strikingly absent from the literature on  
either incidence or treatment o f  mental health difficulties.
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3. Research on mental health across ethnic groups
It seem s likely that people across ethnic groups experience mental health difficulties, 
but how this is conceptualised may vary significantly. The expression of  
psychological distress and ways o f coping with it, appear to be culturally-determined, 
and thus affect all aspects o f how both researchers and clinicians detect and manage 
mental health problems (Dein & Huline-Dickens, 1997). Although researchers 
promote taking a multidimensional perspective, this is often not done, or practically 
too difficult. However, it is important to remember that ethnocentric descriptions o f  
mental health difficulties in the literature (e.g. using assessment measures devised for 
Western populations) can be subject to biases.
In this discussion, I w ill use depression to illustrate mental health difficulties. The 
Western definition o f depression as a psychological disturbance may not be valid 
cross-culturally, where somatic and wider cultural experiences may be significant 
(Fernando, 1984). However, it seems that certain core symptoms do exist (Fernando, 
1984), and there is a body o f literature examining depression across cultural groups.
In research, ethnicity is usually self-defined. Although this might make sense in 
terms o f the individual’s knowledge o f the numerous factors which contribute to their 
ethnicity, it also means people can change their self-definition with context and time. 
Thus, it is not necessarily an accurate or valid measure (Bhopal, 1997)9. This, and the 
issue o f heterogeneity, may make it difficult to reliably assess how race and ethnicity 
affect mental health problems.
As described above, a range o f variables may define ethnicity. Ethnic groups may 
experience different social contexts, for example living on marginal incom es in areas 
with high rates o f crime and unemployment (Baker & Bell, 1999). Tinker (1997) 
warns against the dangers o f generalising, as people differ not only because o f their 
ethnic origin, but also because o f language, religion and life experiences. Literature 
examining prevalence and treatment o f mental health problems in older minority
9 For exam ple, Manthrope & Hettiaratchy (1993) report clashes betw een older people and service- 
providers with regard to their ethnic minority status.
7 2
Older People Essay
populations also includes variables associated with ethnicity, such as communication, 
health, and socioeconom ic status. Racism and discrimination are also vital to 
consider. It is important to remember ethnicity- related variables in order to evaluate 
its role in mental health difficulties, as inferences can change dramatically once 
interacting and confounding factors are accounted for (Bhopal, 1997).
4. Incidence of mental health difficulties
Incidence refers to the rate at which disorders arise among individuals who were not 
previously affected, or more broadly simply to the frequency o f occurrence o f a 
condition in a particular population (Reber, 1995). Incidence studies can provide 
information on risk factors (Gallo & Lebowitz, 1999), such as the role o f ethnicity in 
the occurrence o f mental health difficulties. However, they seem  more difficult, as 
they require a longitudinal element in following-up individuals. Thus, most studies 
appear to report prevalence rates, which refer to the proportion o f people that 
experience disorders over a certain tim e10. For this essay, som e incidence information 
will be presented, but then prevalence studies will be used to help understand 
variables contributing to the incidence o f mental illness in a broader sense.
Gallo & Lebowitz (1999) reviewed incidence studies and presented mixed findings 
regarding rates for new cases o f depression across various studies. However, female 
gender, widowhood, physical ^ illness, lower educational level, impaired functional 
status, and alcohol consumption were identified as risk factors for depression. 
Generally, there was a higher incidence o f depression in W hite older people compared 
to people from ethnic minorities, and this remained even after adjusting for the above 
factors. Baker (1994) also describes disparities in the diagnosis o f depression, with 
lower lifetime rates among Black compared to White older people.
Other evidence indicates variable mental illness rates between ethnic groups. One 
national US study of inpatients over 60 found significantly more African American
10 T hese may yield som e information about the influence o f  different factors on mental health, but it is 
more difficult to assess their role, as different prevalence rates may be explained by the different course
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individuals were diagnosed with cognitive disorders and substance abuse compared 
with either Hispanic or White individuals (Kales, Blow, Bingham, Copeland & 
M ellow, 2000). Significantly fewer White patients were diagnosed with psychotic 
disorders. Lifetime prevalence rates for phobia were considerably higher for Black  
people than White (M ills & Edwards, 2002). There is also evidence for an increased 
prevalence of multi-infarct dementia in older African Americans (Baker, 1994).
In the UK, a study o f elderly people o f ethnic minorities found a higher prevalence o f  
depression among Black Africans compared to other groups (McCracken, Boneham, 
Copeland, W illiams, W ilson, Scott, McKibben & Cleave, 1997). In comparing 
groups from London, Silveira & Ebrahim (1998) found significantly more depressive 
symptomology in Bengali older people, and significantly higher life satisfaction 
amongst a British group compared to both Bengalis and Somalis.
With regard to East Asian individuals11, one review (Iwamasa & Hilliard, 1999) 
tentatively suggests similar rates o f depression to White individuals. However, 
several studies reported conflicting results and had methodological problems. 
Overall, the picture for Chinese people remains unclear. Rates o f depression appear 
to be higher in Western compared to Japanese cultures, but recent studies show more 
variability, similar to findings in Western populations (Dein & Huline-Dickens,
1997). There appears to be some consensus that the research base is as yet insufficient 
to make any conclusions about either the incidence or prevalence o f mental illnesses  
among ethnic groups, and particularly among older people (Manthorpe & 
Hettiaratchy, 1993). More research is required, with more robust m ethodology12.
o f  an illness. For exam ple, w hilst the prevalence o f  A lzheim er’s disease is higher among w om en, this 
is thought to be due to their longer life expectancy (G allo & L ebow itz, 1999).
11 Here, the term Asian includes Korean, Filipino, Japanese, C hinese peoples.
M ethodological problems include small sam ple sizes and research based on those who have achieved  
access to services and who may therefore be untypical (Manthorpe & Hettiaratchy, 1993).
7 4
Older People Essay
5. Variables in the incidence of mental health difficulties
There are different suggestions for how ethnicity may be contributing to different 
rates o f mental disorders (and depression specifically). Som e suggest ethnicity may 
predispose people to psychological differences, whilst others are part o f  
methodological problems, implying misrepresentation in the epidemiological picture.
5.1 Factors contributing to misrepresentation
Numerous confounding factors are mentioned in the literature, including differential 
referral rates (Mills & Edwards, 2002), different help-seeking patterns (Kales et al.,
2000), and unrepresentative samples (Baker, 1994). Problems with diagnostic 
procedures appear to be particularly prominent, and may stem from using scales 
developed and standardised on different cultural groups, and also unreliably translated 
(Iwamasa & Hilliard, 1999). Further, misdiagnosis may occur because different 
ethnic groups may express internal emotional states differently, and present and 
interpret symptoms of mental illness differently (M ills & Henretta, 2001). For 
example, some Asian cultures place an unexpected positive social value on 
interpersonal cooperation, not expressing emotions and stoicism  (Iwamasa & Hilliard, 
1999), which may either mimic or hide depressive symptoms (Sakauye, 1992). Other 
groups may tend to report somatic symptoms with only minor psychological 
complaints as a way o f expressing distress (Silveira & Ebrahim, 1998).
Clinician bias and prejudice, whereby similar symptoms are judged differently in 
different people, and institutional racism also contribute to m isdiagnosis (Manthorpe 
& Hettiaratchy, 1993). One study found elderly Somali and Bengali people reported 
dissatisfaction and discrimination in accessing social and health services (Silveira & 
Ebrahim, 1998). Problems with diagnosis are mentioned throughout the literature and 
their distorting effects must be remembered when evaluating research.
Communication difficulties rather than ethnicity per se may also mask the incidence 
o f depression. Some research has found minimal differences in symptoms 
frequencies of depression between African and White American groups, but large
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differences in which and how symptoms are reported (M ills & Henretta, 2001). 
Language differences may lead to avoidance o f services and misdiagnosis (Espino & 
Lewis, 1998). It is thought that older people from ethnic minorities may have more 
speech and hearing-related difficulties, as well as the possible challenge o f learning a 
second language (Haley et al., 1998). Moreover, there may be differences in the 
emphasis and elaboration o f emotional expression, and ambiguity regarding some 
terms, such as ‘support’, ‘feeling low ’ (Manthorpe & Hettiaratchy, 1993). W hilst 
translators may be used to overcome some o f these problems, in practice, the use o f  
untrained translators (usually family members) may not be so reliable (Espino & 
Lewis, 1998).
5.2 Factors contributing to psychological differences
Different rates of depression among some ethnic groups may point to factors closely  
related to ethnicity, such as levels o f income, education and disability (Haley, Han & 
Henderson, 1998) that create differences in the incidence o f mental health difficulties. 
M odels o f vulnerability for depression which focus on adverse social factors have 
been suggested, (e.g. Brown & Harris, 1978), and may be particularly relevant for 
ethnic minorities (Manthorpe & Hettiaratchy, 1993). However, it is not clear whether 
specific ethnic variables are also significant within these.
People from diverse ethnic backgrounds may have experienced unique and traumatic 
life events which could influence the development o f depressive symptoms. These 
could be political, historical, or related to immigration or discrimination experiences. 
Ethnic minority elders may be at greater risk from a variety o f mental health problems 
due to being exposed to greater stress (Iwamasa & Hilliard, 1999). Life events are 
thought to influence both predisposition to and recurrence o f depression, especially if  
they are perceived to threaten one’s social identity (Davies, 1996). One can 
understand how an older person from a minority ethnic background could be 
susceptible to this.
There is evidence that there is higher risk of psychological morbidity in immigrant 
older people (Silveira & Ebrahim, 1998). The process o f immigration may be highly
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stressful, as well as adjusting to a new culture. Acculturation is the process o f  
assimilation o f elements from another culture, usually meaning Western elements into 
the culture o f immigrant ethnic groups. Older adults are thought to be more 
vulnerable to negative effects o f acculturation, which may involve loss o f family 
structure and roles, generational clashes and social impoverishment. Higher rates o f  
depression are associated with lower acculturation (Haley et al., 1998), but aspects o f  
higher acculturation have also been linked to depression (M ills & Henretta, 2001). 
Although low acculturation may create difficulties for some individuals, it may also 
provide unique coping resources, such as more personal control over family and wider 
relationships, and lower expectations about later life (Haley et al., 1998). It therefore 
appears to be a multidimensional and complex process.
Older people from ethnic minorities may be more vulnerable to mental health 
difficulties because o f discrimination, based on both race and age, and this can lead to 
the development o f depression (Iwamasa & Hilliard, 1999). Racism leads to repeated 
experiences o f loss, helplessness, and low self-esteem, with natural consequences in 
depression (Fernando, 1984). Research has found that institutional racism has a 
significant negative effect on the mental health o f older African Americans (Utsey, 
Payne, Jackson & Jones, 2002). This is consistent with evidence that daily stress can 
have a greater effect on well-being than major events (Davies, 1996).
Socioeconom ic status may in ta c t  mental health in several ways. Living in a hostile 
environment is thought to predispose to depression (McCracken et al., 1997), and may 
also be a covert m essage o f discrimination (Utsey et al., 2002). Moreover, living in 
poor environments may restrict access to services and other facilities, reducing coping 
resources for both physical and mental health (Manthorpe & Hettiaratchy, 1993). 
This all contributes to psychological stress (Baker, 1994). Older people therefore face 
‘triple jeopardy’ (Rait et al., 1996), whereby they are disadvantaged by the combined 
challenges o f ageism, racism and poverty, resulting in vulnerability to mental illness.
Studies on mental health often neglect social determinants (e.g. family structure, 
income), although exactly these factors may lead to problems, especially for 
immigrants (Silveira & Ebrahim, 1998). Social difficulties, such as poor housing and
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low income, were an important determinant o f low life-satisfaction amongst Bengali 
and Somali older people in London (Silveira & Ebrahim, 1998). Physical ill-health 
was also a strong risk-factor for depression in these groups. Several studies have 
found ethnic group differences in levels o f depressive symptoms disappear when 
education, income and health are considered (e.g. Iwamasa & Hilliard, 1999; M ills & 
Henretta, 2001).
Although these studies looked at associations between variables (making it impossible 
to conclude anything about causality) they seem  to show that other factors, often 
associated with ethnic groups’ status, may also contribute to depressive symptoms. 
For example, Baker (1994) proposes that, because o f the association between 
depression and the consequences o f illnesses, older people from some ethnic groups 
are at greater risk o f developing depression due to their lower health in general13.
Whilst many variables may create vulnerability to mental health problems, it is 
similarly necessary to acknowledge factors which may protect against difficulties. 
These may account for data showing reduced rates of affective disorders in older 
ethnic groups, such as Japanese and African Americans. One hypothesis is that 
people from minority cultures bring resiliency to their old age and adjust more 
successfully, having previously experienced discrimination and hardship (Haley et al.,
1998). Coping resources, which buffer mental distress, may be significant. Support 
networks, including family, community and religious systems provide social support 
and continuing roles for older people. Emphasis on religion and the family among 
African cultures is thought to explain lower rates o f suicide in these older people 
(Baker, 1994). Again, this is an area which requires more research, as although it is 
acknowledged in the literature (e.g. Manthorpe & Hettiaratchy, 1993), it is poorly 
elaborated.
Gender is also a key demographic factor which influences the incidence o f mental 
disorders in older people (Manthorpe & Hettiaratchy, 1993). Older African American 
women report fewer depressive symptoms than their white counterparts, although
13 Research show s that African Americans have more m edical problems than white Am ericans, m ostly  
due to limited access to health care (Baker, 1994).
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they appear to have more predictors o f distress (such as physical illness, low support) 
(M ills & Edwards, 2002). However, in comparison to men, both ethnic minority 
women often express more depressive symptoms (Iwamasa & Hilliard, 1999; M ills & 
Henretta, 2001). W omen may be relatively isolated in some cultures, but have 
stronger roles in others (Manthorpe & Hettiaratchy, 1993). Such findings again 
indicate a complex picture, which needs further investigation. It therefore seems 
important to consider ethnicity as a factor in mental health difficulties, such as 
depression, but not to the exclusion o f others.
6. Treatment of mental health difficulties
There is a sense that race and ethnicity have not been fully considered with respect to 
the treatment o f mental health difficulties until quite recently. However, differences 
in reactions to treatment modalities have been related to ethnic factors (Jackson et al., 
1990). It is increasingly recognised that clinicians need to understand how these 
factors affect mental health, and also how they influence all aspects o f patients’ lives 
(Dein & Huline-Dickens, 1997). Depression is undertreated in older people from  
ethnic populations (M ills & Henretta, 2001), which certainly indicates ethnicity as an 
important variable in treating mental illness.
There are calls for effective culturally-appropriate prevention and treatment strategies 
for older adults o f particular ^ ethnicities (e.g. Asian groups, Iwamasa & Hilliard,
1999), but it is difficult to find specific details o f these in the literature. In this section  
I w ill consider the role o f race and ethnicity in treatment, mainly by considering how  
more standard treatment may be adapted via influences associated with ethnicity. 
First, however, the empirical evaluation of interventions will be examined.
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7. Research on treatment
There appear to be conspicuously few studies evaluating psychological treatment of 
mental health difficulties amongst older people o f different ethnic backgrounds14. It 
is not entirely clear why, as there is general discussion in the literature about 
culturally-sensitive interventions and factors to consider in adapting and selecting 
interventions. One reason may be difficulties recruiting participants, given the 
already low rates o f service utilisation.
People o f different racial backgrounds are often included in general treatment trials, 
although numbers o f minority groups are typically low. One study comparing group 
and individual cognitive-behaviour therapy for depression had a more balanced 
ethnically diverse sample15 (Arean & Miranda, 1996). This found therapy was 
effective in reducing depressive (mostly somatic) symptoms regardless o f format, and 
moreover, regardless o f ethnic group. The authors suggested that additional social 
interventions may augment treatment and manage the many life stressors these 
populations experienced. This may be particularly appropriate for ethnic minority 
individuals.
Ethnic minority populations underutilise psychogeriatric services (McCracken et al., 
1997) and general long-term health services (Espino & Lewis, 1998). There is high 
consultation of primary care services by diverse ethnic groups, but not secondary or 
community services (Manthorpe & Hettiaratchy, 1993). This is thought to m ostly be 
due to access problems, such as racial discrimination and communication problems, 
rather than choice (Espino & Lewis, 1998). Alternative sites o f treatment, 
multilingual staff, and outreach programmes to ethnic communities have been 
suggested to provide more equitable services. Here, ethnicity appears to be influential 
in service usage patterns, which then affects treatment.
14 There does seem  to be slightly more research on pharm acological interventions, how ever (see  Baker, 
1994).
13 The sam ple consisted o f  approximately 39% H ispanic, 26%  W hite, 20% Black, 5% Asian and 10% 
mixed origin individuals.
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8. Variables in treatment
8.1 Engaging in treatment
Engaging in treatment may be a crucial stage. Knowledge and previous experiences 
o f services may bias how individuals view treatments, which then has implications for 
treatment compliance and retention. A study of East-Asian American students found 
cultural identity mediated how participants rated the credibility o f cognitive or 
psychodynamic therapy (Wong, Kim, Zane, Kim, & Huang, 2003). This shows how  
finer psychological processes associated with ethnicity may require examination 
rather than gross ethnic variations. A more refined understanding may be important 
in order to fit interventions to different clients.
Som e evidence indicates that older patients are more self-exploratory in initial clinical 
interviews with therapists o f similar race (McGadney et al., 1987). Thus therapists 
from a similar background may facilitate the initial engagement process, but thereafter 
therapists from a variety o f cultures can work effectively with the client (Baker, 
1994). Research on client-therapist ethnic matching has shown that it can be 
beneficial. However, W ong et al. (2003) suggest the difficulty o f matching all 
underlying aspects o f ethnicity means identifying more specific variables is 
preferable.
Communication difficulties may arise through hearing loss, limited literacy, 
differences in speech patterns and deferential attitudes to those in authority, all o f  
which may be further exacerbated by mental illness (Manthorpe & Hettiaratchy, 
1993)16. Although such problems are not unique to ethnic minorities, they may 
require particular adaptation for certain aspects o f treatment. It may also be important 
to promote treatment choice to older patients from ethnic minorities, in recognition o f  
their possible preference for traditional ways and fewer resources to articulate their 
demands (Manthorpe & Hettiaratchy, 1993).
16 M ills & Henretta (2001) found Hispanic patients reported more depressive sym ptom s when  
interview s were conducted in Spanish than when in English, and hypothesised that this a llow ed  greater 
cultural relevance in discussing problems, thus reducing barriers.
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8.2 A ssessm ent
As with other factors in treatment, it is only through effective assessment o f ethnic 
influences on both the patient and therapist that effective treatment may occur. 
Cultural diversity should be addressed in building rapport, understanding older 
people’s cultural identities and heritage, and assessing their current context, needs and 
strengths (Hays, 1996). Important factors to consider include age, disability, religion, 
ethnicity, social status and gender. Particular risk factors may be important, such as 
alcohol use and the potential for increased suicides among ethnic elders (Baker, 
1992).
When working with ethnic minorities, the older person’s psychosocial history is 
advocated as an ongoing context for designing treatment (Baker, 1994). The use o f a 
reminiscence approach is suggested to facilitate this. Clarification o f factors that 
promote or impede coping capacities can also direct therapeutic intervention. Older 
people have the greatest cumulative experience o f culture (Dein & Huline-Dickens, 
1997), which can be invaluable to draw on in any intervention.
Different cultures have different social constructions of mental illness and ageing, and 
understanding this may be vital for clear and reciprocal communication throughout 
treatment. African American older people seem  to describe more thoughts about 
death than dysphoria compared to W hite Americans, and may view  depression as part 
o f life’s burden or spiritual plight (M ills & Henretta, 2001). Marwaha & Livingston 
(2002) found that although older people may not actually view depression as a mental 
illness, more Afro-Caribbean than W hite British people viewed it as a spiritual or 
moral failure, and related it to lack o f  contact with their community. This example 
might point to the importance o f involving religious and other community resources 
in treatment and including spiritual references in individual work.
The understanding of ‘old age’ also varies, and may involve chronological age, social 
or occupational functioning (Dein & Huline-Dickens, 1997). It is proposed that some 
aspects o f ageing are universal, whilst others are culturally-determined, and defining  
these may help understand mental health problems in older people. Som e cultures.
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which view ageing as occurring earlier than other groups, may be at greater risk o f 
decreased functional status and reduced mental health (Mills & Henretta, 2001). 
Interpretations o f symptoms as part o f the ageing process may also prevent help- 
seeking and lead to chronic difficulties (M ills & Edwards, 2002). The therapist may 
need to integrate psychological models into the client’s health beliefs to improve 
engagement and appropriateness o f therapy.
8.3 Interventions
Older people from diverse ethnic backgrounds may have different attitudes to and 
knowledge about treatment (Baker, 1994). A qualitative study o f older people’s 
view s on depression and its treatment found Afro-Caribbeans felt it was inappropriate 
to consult their GP and many thought nothing could help (Marwaha & Livingston,
2002). Mental health services received generally negative evaluations, although those 
individuals who had been depressed had more positive views, indicating there was 
scope for change. This research is consistent with the distinct underutilisation o f  
services by older people from ethnic minorities.
Intervention may need to consider what systems the older person has contact with 
(e.g. family, neighbourhood) in order to understand systemic components o f  mental 
health difficulties and determine the most useful juncture for intervention (which may 
not be at an individual level). T h e  church may play a pivotal part in providing not 
only spiritual support and a sense o f role for the older person, but also social and 
practical resources (McGadney et al., 1987). It may therefore be a means through 
which psychoeducation and access to services is given.
It may be useful to invite a family member or friend for support and also to obtain a 
wider perspective (Baker, 1994). Fam ilies may provide a lot o f input into caring for 
the older person. An understanding o f family structure and traditions might be 
crucial, both when informing family members about an older client’s problems or 
treatment alternatives, or working with the family to implement behavioural strategies 
or develop family assistance programs (Espino & Lewis, 1998). In identifying  
kinship ties and social networks, the clinician may need to be flexible in defining the
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family and allowing for the interchangeable nature o f some family roles (McGadney 
et al., 1987). Family therapy may be an effective way o f adapting psychological 
models for use with ethnic minorities (Dein & Huline-Dickens, 1997).
Baker (1994) describes how group experiences may be beneficial, especially if such 
situations are familiar to the older person through involvement with church and other 
organizations. The group process may facilitate understanding and expression of 
various life-cycle experiences, according to the make-up of the group and its format. 
It is suggested that groups include other ethnic elders with at least two from similar 
backgrounds if the group is predominantly white.
Overall, the same treatment for psychological problems is recommended for 
ethnically diverse groups as for all older people (McGadney et al., 1987). Both 
pharmacotherapy and psychological therapies are common treatments for depression, 
but patients also use more traditional healing methods (Dein & Huline-Dickens, 
1997). In therapeutic work, it is important to clarify what psychology involves and 
carefully describe the specific treatment to be provided (Baker, 1994). The only 
different component may be for the therapist to have a clearly raised awareness o f  
certain aspects o f their role.
8.4 The clinicians’ role
It is important to be aware o f assumptions that can be made, often unknowingly, about 
clients from ethnic minorities. It may be easy to project difficulties onto the client’s 
culture rather than understanding them on a more personal idiosyncratic level 
(Sakauye, 1992). For example, although some individuals may somatize 
psychological distress, this presentation may vary subtly within ethnic groups 
(Iwamasa & Hilliard, 1999). Further, concepts such as acculturation should be 
understood flexibly, as they may depend on family value systems, cohort effects, and 
the different contexts the individual finds themselves in. The notion o f family  
integration is especially important as it should not be assumed that such close-knit 
systems always provide benefit for people. The advantages o f living in extended
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families can be counteracted by increased social and housing strains (Silveira & 
Ebrahim, 1998).
Given the impact o f racism on the quality o f life o f people o f certain ethnic origins, 
such as African Americans, this must be examined in psychological treatments (Utsey  
et al., 2002). However, again, assumptions must not be made. In considering 
racism’s effect on self-esteem  and social behaviour, it is often the client’s p e r c e p t i o n  
of prejudice which is more important, whether this is through direct experience o f  
discrimination or not (Sakauye, 1992). It may be necessary to have open 
conversations about racial differences in order to promote trust and openness, but 
sensitivity to appropriateness, timing and pace o f such strategies must be maintained 
(Cardemil & Battle, 2003).
9. Conclusion
Through this discussion of race and ethnicity factors in the mental health o f older 
people, it is clear that an appreciation o f ethnicity is important. There are differences 
in rates o f mental illness across ethnic groups, and differences in how older people 
from ethnic minorities present and engage in treatment. However, there are numerous 
variables, which, like ethnicity, influence both lifecourse development and everyday 
experiences. These are also significant in both the incidence and treatment o f mental 
health difficulties. Poverty, discrimination, physical disability, and social losses all 
predispose people to psychological difficulties, such as depression. After adjusting 
for such factors, there is evidence that ethnicity has a much smaller influence as an 
explanatory variable for mental illness (Silveira & Ebrahim, 1998). It has been 
suggested that ethnicity serves as a proxy risk factor through its association with these 
other variables (Mills & Edwards, 2002), and thus, compared to them, is r e l a t i v e l y  
unimportant.
Thus, we must be careful not to assume that ethnicity is important in predisposing 
individuals to mental health difficulties merely on the basis o f association with other 
variables, which are also encountered with older people from majority ethnic groups. 
There is a need for caution, as social and behavioural outcomes can be too quickly
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attributed to ‘cultural difference’ (M ills & Henretta, 2001). Ethnic differences do, 
however, appear to influence treatment-seeking and pathways through mental health 
services. Structural systemic biases to ethnic majority populations may create 
treatment barriers for ethnic minorities. Clinicians should be aware o f this, and 
continue to tailor treatment to individuals based on a sound understanding o f their 
client’s personal backgrounds without making assumptions, either on the basis o f their 
own or different ethnicities. More research is called for, and demonstrations o f  
commitment to the well-being o f culturally diverse populations.
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CLINICAL DOSSIER
This section contains an overview o f the clinical experience gained over the three 
years o f the PsychD course, as shown in summaries o f the content o f each placement 
and o f the five clinical cases undertaken whilst on placement. Full details o f both 
case-reports and placement information are contained in Volume II o f the portfolio 
(held in the Psychology Department o f the University o f Surrey). Client names and 
other identifying details have been changed to preserve anonymity.
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Summary of Adult Mental Health Case Report
Cognitive-Behavioural Therapy With A 21-Year Old Woman 
With Social Phobia And Depression.
Reason for Referral
Beth, a 21-year-old white female was referred to the psychology department o f a 
community hospital by her GP for treatment o f anxiety problems.
Presenting Problem
Beth reported feeling nervous around unfamiliar people and places, with strong 
physical symptoms o f anxiety (e.g. increased heart rate, stomach churning). This led 
her to fear she would embarrass herself in public, which intensified her symptoms and 
caused her to avoid public places and socialising. She also described experiencing 
periods o f acute depression, which exacerbated her nervousness.
Assessment
An initial assessment interview took place over two sessions, during which  
background history regarding the development o f the problem, previous treatment and 
current coping strategies was gained, as well as details o f personal history. B eth’s 
anxiety had started two years previously when she had m oved in with her boyfriend 
and been made redundant. ^She started experiencing stomach and head pains, 
awareness o f which made her feel vulnerable in social situations. She coped with 
panic attacks by getting fresh air and distracting herself. Her symptoms made her feel 
depressed and so she took anti-depressants. She had previously had anxiety  
management sessions, but found it difficult to engage well
Beth currently lived with her boyfriend. They frequently argued, and she found the 
relationship unsupportive and stressful. Her friends and boyfriend disliked each 
other, and she had lost contact with several friends because o f this, and now felt 
relatively isolated. However, she described supportive relationships with her family. 
She recalled a happy childhood although she was lonely at school. Beth was again
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employed, and described work as her ‘confidence space’ (where her problems did not 
affect her).
Further information was gained from case notes o f  previous therapeutic work and two 
questionnaire measures, the CORE (Clinical Outcomes in Routine Evaluation) and the 
Anxious Thoughts Inventory (AnTI). Initial CORE scores indicated high distress but 
with relatively low risk o f  harm, whilst AnTI scores indicated her anxiety was focused  
around social issues.
Formulation
Although Beth’s depression was a large problem for her, it appeared to be closely  
associated with fear o f social judgement, and this anxiety seemed to be central to her 
difficulties. Beth’s anxiety was formulated from a cognitive-behavioural perspective 
(Beck, 1989). It was hypothesised that her early experiences led her to form beliefs 
about safety within her family, but vulnerability in the outside world. The stressful 
life events o f m oving in with her boyfriend and losing her job appeared to have 
activated such earlier beliefs, which then triggered negative automatic thoughts 
concerning social threat and public evaluation. These thoughts, together with her loss 
of support from friends and her boyfriend, then maintained her anxiety and 
depression. In acute situations, attentional changes increased Beth’s awareness o f  
anxiety sensations, culminating in further anxiety and panic (Clark, 1986). Avoidance 
behaviours reduced her anxiety, but prevented evaluation o f the real threat in a 
situation and the possibility o f its disconfirmation.
Intervention
Research evidence indicates that exposure to feared social situations together with 
cognitive modification is effective in treating social anxiety and avoidance 
(Chambless & Hope, 1995). The plan and goals o f treatment were drawn up 
collaboratively with Beth. Goals included reducing anxiety symptoms, learning 
anxiety management techniques, and improving m ood and confidence.
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Treatment (over six sessions) had the following phases:
1. Introduction and explanation o f the cognitive-behavioural model.
2. Drawing up a hierarchy o f feared situations and attempting successive  
behavioural tasks.
3. Examining cognitive biases by evaluating alternative explanations o f  
threatening events, challenging misinterpretations and testing out predictions.
4. Learning techniques o f distraction, relaxation and answering thoughts to 
control anxiety.
Written self-monitoring was used to guide and evaluate progress through treatment. 
Outcome
Achievement o f therapeutic goals was indicated through self-report and self­
monitoring ratings. Beth described increased self-confidence, and improved m ood  
(she had stopped taking anti-depressants). She had ended the relationship by the end 
o f therapy, and reported her increased assertiveness had contributed to this. She 
reported m oving towards re-establishing her social network and a number o f  
successful social encounters, both through therapeutic tasks and independently. 
Through learning and applying coping strategies, she described feeling more able to 
manage any remaining panic and anxiety.
Unfortunately, Beth did not attend the last session and so questionnaire measures 
were not available to evaluate outcome. The trainee considered that this may have 
been due to her recent relationship break-up, together with a significant improvement 
in symptoms, such that she may not have felt the need for further meetings. Her 
relationship with her boyfriend had emerged as a key maintaining factor. Although 
Beth did not see this as a main concern in treatment, a greater focus on this may have 
enhanced the intervention. Despite this, increased control over relationships and other 
aspects o f her life, such as her anxiety symptoms, may have played an important role 
for her achievments.
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CORE ADULT MENTAL HEALTH PLACEMENT SUMMARY
Dates: 10th October 2001 -  22nd March 2002
Supervisors: Nicola Boella (Consultant Clinical Psychologist) & Renee Harvey 
(Chartered Clinical Psychologist)
NHS Trust: Sussex Weald & Downs NHS Trust
Base: Clinical Psychology Department, Horsham Hospital
Summary of Experience
The placement provided a good initial experience o f working in adult mental health 
within the different contexts o f primary care, a Psychology Department, and a 
Community Mental Health Team (CMHT). This allowed me to work with a range o f  
adult mental health difficulties o f varied severity and complexity. Clinical work was 
m ostly based within a cognitive-behavioural framework, which gave me a good  
foundation in using this therapeutic approach. M y supervisors guided m y work 
through specific supervision time, as well as doing joint assessment with me and 
providing feedback, either through direct observation or listening to recordings o f  
sessions. I also observed my supervisors’ sessions (this included a Care Programme 
Approach meeting and therapeutic sessions) and those o f other professionals, such as 
a community psychiatric nurse, psychiatrist, and social worker.
Clinical Skills and Experience
M ost o f my work was with individual clients, but I also took part in and contributed to 
a fifteen-week CBT-based ‘Coping with Depression’ group for CMHT patients with 
severe depression. Over the course o f the placement I gained skills in assessment and 
specific interventions for problems such as panic attacks, health anxiety, social 
anxiety, depression, relationship difficulties, traumatic stress, and obsessive- 
compulsive disorder. I undertook a specific piece o f neuropsychological assessment
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work with a client with word-finding difficulties. I developed my knowledge o f  
approaches to assessment through using semi-structured clinical interviews, as well as 
psychometric and neuropsychological measures, such as the BDI (Beck Depression 
Inventory), BAI (Beck Anxiety Inventory), CORE (Clinical Outcomes and Response 
Evaluation), WAIS-III (W echsler Adult Intelligence Scales, 3rd Edition), WMS-III 
(W echsler Memory Scales, 3rd Edition), and the Controlled Oral Word Fluency 
assessment.
Meetings, Seminars, Visits and Research
I attended weekly CMHT allocation meetings and Psychology Departmental 
meetings. I also attended monthly clinical forum presentations and narrative group 
supervision sessions. I gave a presentation on pain management theory and practice 
within the clinical forum slot to CMHT members, and in another seminar slot to other 
psychologists from the department.
I attended a training day focusing on risk assessment for regional psychologists.
M y service-related research project was developed and conducted during this 
placement. The research surveyed staff experience o f and attitudes towards 
Personality Disorder as part o f a developing focus on clients with this diagnosis 
within the Trust at that time.^ I then presented the outcome o f this research at a 
departmental meeting.
>
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Summary of People with Learning Disabilities Case Report
The Assessment O f Sexuality And Psycho education With A 49-year-old Man With 
Learning Disabilities And Down’s Syndrome.
Reason for Referral
Peter was originally referred to the Learning Disabilities Service’s Psychology  
department by the manager o f his residential home for help with stealing problems. 
However, the situation had developed and the focus for concern had become his 
sexual behaviour. He was a 49-year-old White-English man, and he had D ow n’s 
syndrome.
Presenting Problem
A Vulnerable Adults investigation was being carried out into allegations against Peter 
o f sexual abuse towards another resident, Emma, at his home. Female staff at the 
home had also reported incidents when he touched them inappropriately. Other 
clients at a community centre which Peter attended (Brookfields) teased him about 
touching women. It was generally felt amongst staff that he did not understand 
suitable behaviour towards staff and other residents, and there was concern for the 
safety o f other service-users.
Assessment
Assessm ent consisted o f interviews with Peter and his carers at his home and 
Brookfields, as well as a review of case notes. Information about Peter’s difficulties 
and sexual understanding was gathered, as well as background information. 
Presenting risk was also assessed.
Peter had become depressed and withdrawn following the alleged sexual abuse. A  
year previously, Emma had reported that Peter had locked her in his room and forced 
her to have sex. After informal interviewing, the police had given Peter a warning, 
but his understanding o f the events appeared confused. He denied doing anything 
wrong with Emma, or touching staff inappropriately, and was very upset and 
frightened about the allegations.
>
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Peter was involved in many activities at Brookfields and was well-liked. This had 
included a sex education group five years ago. Peter lived in a staffed residential 
home with five others. A new staff team had started working at the home a year ago. 
His mother had died, but he had regular contact with four siblings. Peter had a 
girlfriend o f nine years, who lived in the same home with him.
Previous assessments indicated overall functioning at nearly fully independent level. 
He was described as having a mild learning disability, but the exact nature o f this was 
not clear. Residential home reviews had not indicated any particular concerns over 
the years. Risk assessment indicated that inappropriate behaviour incidents had 
emerged only quite recently, been minor (brief touching) and always towards 
residential staff, and it was not felt Peter posed a high risk to others overall.
Formulation
Peter’s difficulties were conceptualised as difficulties understanding social rules and 
relationship boundaries. In the context o f changes at his home (with new staff and 
house rules), it appeared he had sought reassurance from others, but owing to his poor 
grasp o f sociosexual issues, this had led to inappropriate behaviour. Social learning 
theory (Bandura, 1977), which states that learning occurs through observing others’ 
behaviour and its consequences, helped understand Peter’s problems. Peter may have 
learnt about sexually intimate behaviour in the past, but in the new and changing 
social context o f his home, he appeared to have becom e confused. D ow n’s syndrome 
is associated with verbal memory impairment and this may have limited his ability to 
remember conversations about sex education or understand the events o f the incident 
with Emma.
Intervention
With the development o f normalisation, it was felt that Peter’s rights for sexual 
expression should be upheld. This required that he understood and could apply the 
sociosexual concepts and rules laid down by society. The first part o f the work 
consisted o f assessment o f sexual knowledge and awareness. A local protocol for the 
assessment o f sexuality in people with learning disabilities guided this. Secondly, a 
course o f psychoeducation sessions was undertaken, focusing on what behaviour is
98
P eople With Learning D isabilities Case-Report Summary
suitable within different relationships and consent issues. This drew on standard sex 
education packages (Craft, 1991). Individual sessions with Peter were arranged to 
allow space for him to express his concerns and feelings about the work, as well as do 
planned activities. Lastly, more formal cognitive assessment was undertaken using 
the W echsler Adult Intelligence Scale (WAIS-III) to inform other assessment and 
intervention work, and help staff interact with him more effectively and understand 
his functioning more clearly. Brief feedback was provided every few  weeks to the 
home manager, and a final review meeting was held with key members o f staff.
Outcome
Assessm ent o f sexuality suggested Peter had good basic knowledge but less 
understanding of certain details, such as safe sex issues. He showed much confusion 
about what intimate behaviour was appropriate within different relationships. 
Follow ing the psychoeducation sessions, Peter appeared able to demonstrate good 
understanding of consent and different relationship boundaries and was able to relate 
this to his own relationships. In contrast to previous assessments, the WAIS-III 
placed his overall IQ in the severely intellectually impaired range. Peter’s nonverbal 
abilities were stronger than his verbal abilities; his verbal memory was poor, but 
general processing speed was good; a report of this was submitted for other 
professionals.
Both Peter and his carers at Brookfields and his home reported improvements in his 
mood and behaviour. Follow-up work was discussed at the final review meeting, and 
included identifying a staff-member whom  Peter could talk to about private matters, 
reinforcing understanding about relationship boundaries using his folder materials and 
real life examples, offering another sex education course for Peter with his girlfriend, 
clarifying relationship boundaries and how to communicate them with staff-members, 
and realising the need for nonverbal material to facilitate communication with Peter.
In critically evaluating this work, the interaction between Peter’s cognitive abilities 
and his sexual expression appeared significant in contributing to his difficulties. It 
was therefore acknowledged that the work offered a starting point, and continuing 
support was necessary to ensure his learning extended to real-life situations. Working
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with staff on responding to inappropriate behaviour would have further strengthened 
the intervention.
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CORE LEARNING DISABILITIES PLACEMENT SUMMARY
Dates: 3rd April 2002 -  20th August 2002
Supervisor: Gina Ward (Clinical Psychologist)
NHS Trust: Surrey Oaklands NHS Trust
Base: Community Team for People with Learning Disabilities,
Kingsfield Centre, Redhill 
Summary of Experience
The placement gave me an excellent introduction to working with clients with 
learning disabilities. Being part o f a Community Team for People with Learning 
Disabilities (CTPLD) as well as contact with other agencies, such as residential and 
day care organisations helped me to understand others’ work with this client group. 
Clinical work included assessment and intervention with specific mental health 
difficulties, cognitive and other psychometric assessments, and behavioural 
observation. Whilst most o f my therapeutic work remained with individual clients, 
there was more joint working around cases. These included feeding back cognitive 
assessments and their implications, and helping a staff team consider strategies to 
manage challenging behaviour. I worked in different community settings, such as 
clients’ homes, day centres and schools. I received individual supervision from my 
supervisor and a child psychologist working with children with learning disabilities.
Clinical Skills and Experience
I learnt how to adapt theoretical and clinical approaches for people with a range o f  
learning disabilities, and to consider how interventions might best be tailored for 
clients’ individual well-being. I conducted specific assessments o f cognitive abilities, 
accommodation issues, dementia and sexuality. Assessm ent instruments used 
included HALO (Hampshire Assessment for Living with Others), Oliver & Crayton
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dementia package. Letter International Performance Scales, and sexuality assessment 
instruments. My clients were predominantly adults, but I also had the opportunity to 
work with another psychologist on two cases involving children with learning 
disabilities. Clients’ presenting concerns included anxiety, emotional awareness, 
sexuality issues, and intolerance o f siblings due to autism.
M eetings, Sem inars, V isits and R esearch
I attended regular CTPLD business and clinical meetings, as well as general Learning 
Disabilities and Psychology meetings. Specific meetings were arranged with different 
members o f the multi-disciplinary team for discussion of other professionals’ roles 
and work e.g. community nurse, dietician, speech & language therapist, art therapist. 
Visits and meetings with other services included to a specialist support and 
development team, children’s ’ playschem es, a special school for children with autism, 
and specialist work schemes.
I gave a presentation on perceptual differences in individuals with autism to members 
o f the CTPLD. I also attended a training morning on sexuality issues for people with 
learning disabilities.
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Summary of Child and Family Case Report
Assessment And Treatment O f A 10-Year-Old Girl 
With Compulsive Checking Behaviour
Reason For Referral
Em ily Mason, a 10-year-old W hite-English girl, was referred to the Child and Family 
Mental Health Service by her health visitor due to her mother’s concerns about sleep 
difficulties and obsessive checking behaviour.
Presenting Problem
Em ily showed difficulties preparing for and getting to sleep, mainly due to feeling the 
need to carry out a series o f checks on the house at bedtime. Various worries about 
the next day’s tasks also prevented her sleeping and then made her feel compelled to 
get up and verbalise them ritualistically to her mother. Mrs Mason reported that 
Em ily became very upset at these times. Not sleeping made Em ily anxious about 
tiredness the next day. Moreover, her behaviour was disruptive to family life, as it 
meant it was difficult for them to go out in the evening as a family. Although Mr 
M ason was firmer in sending Em ily back to bed, Mrs Mason reported the problem  
was distressing for all the family.
Assessment ^
Assessm ent took place over two sessions with Em ily and her parents. Information 
was gathered about the problem, as well as developmental, personal and family 
histories. Emily was described as ‘a worrier’ and a serious child. Her parents 
reported some obsessionality in her earlier history, and Mr Mason recalled 
ritualistically reciting football teams in his own childhood. Em ily had two siblings, 
but was particularly close to her mother. She enjoyed school and extra-curricular 
activities. Em ily’s rituals and distress only occurred at home, and had started when 
her parents had gone out one evening, leaving her with a babysitter. Mrs Mason had 
also been unwell with pneumonia around this time.
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The Strengths and Difficulties Questionnaire (SDQ) was completed by Mrs Mason, 
and indicated difficulties with emotional symptoms and peer problems which had a 
severe impact on the family. On an anxiety thermometer (0 = no worry, 10 = biggest 
worry possible), Emily rated herself 6.5. Within sessions, there seemed to be 
significant tension between Em ily and her mother, and she was told off for not 
wanting to come to sessions.
Formulation
Em ily s difficulties were consistent with descriptions o f obsessive-com pulsive  
disorder. A  cognitive-behavioural model was initially used to understand this. In this 
framework, obsessional thoughts are triggered by environmental stimuli, and the 
anxiety they evoke leads to com pulsive behaviours to reduce both this anxiety and the 
initial threat associated with the obsessions. Although Em ily showed compulsive 
checking, it was not clear whether she experienced obsessional thoughts.
Further Assessment
As Em ily seemed able to reflect on her actions and beliefs, cognitive-behavioural 
ideas were used to further explore her situation. Individual sessions were planned to 
do this, and also to allow Em ily to engage with the trainee and reduce concerns about 
the work. Four further sessions took place, with very clear rules to help contain 
anxiety for all those involved.
Reformulation
Further assessment revealed little evidence o f obsessional thoughts, or that Em ily’s 
rituals reduced her anxiety. The interaction between personal and family factors was 
considered to understand the problem. Within the family, there seem ed to be a pattern 
o f unclear communication and secrecy about anxiety-provoking information. 
Moreover, Emily seemed to have a controlling, self-sufficient style. When faced with 
her mother s illness, and without clear information about it, Em ily may have 
experienced low personal control. She responded with strong anxiety, and tried to 
regain control through carrying out checks. In line with family-system s theory, 
family interactions then maintained problems by parents allowing her to make her
1 0 4
Children & Fam ilies Case-Report Summary
own decisions and inadvertently reinforcing problems through their concern and focus 
on her and her checking.
Intervention
The intervention focused on parental responses, which seemed central in maintaining 
Em ily’s rituals. A separate session with Mrs Mason allowed discussion o f the 
reformulations and development o f a structured behavioural programme to help both 
parents find a consistent way o f responding at bedtime. A system o f setting goals and 
providing rewards was agreed, and details planned with Emily in advance each week. 
Mrs Mason took responsibility for recording progress. Guidelines on clear parental 
communication and boundaries were also discussed with Mrs Mason. Individual 
sessions with Emily continued at less frequent intervals, to monitor her progress and 
also provide ongoing consistency and containment. At these times, a review of 
progress occurred separately with Mrs Mason.
Outcome
Following implementation o f the behavioural programme, there were immediate 
reductions in Em ily’s checking, and improvements in her sleep and all family 
members general well-being. In the last session, both Em ily and her mother reported 
that both checking and reassurance-seeking were at a minimum and sometimes 
completely absent. Em ily no longer showed distress at bedtime and rated her anxiety 
at 2.5. Mrs Mason described being firmer about the boundaries o f behaviour. Final 
SDQ measures indicated some remaining difficulties, but these now had only a minor 
impact on the family.
Overall family communication was not addressed by this behaviour-based approach, 
and could prove a limitation o f this work. However, it was hoped that a behavioural 
approach set up both more constructive behavioural contingencies and the 
opportunity, at least, to m odify aspects o f the fam ily’s interactions. A role for family 
therapy at a later stage was identified. The trainee considered that further information 
about Mr Mason and his parental role would enhance the formulation, as would a 
greater understanding o f the suggestion of some separation anxiety between Em ily  
and her mother.
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CORE CHILD & FAMILY PLACEMENT
Dates: 16th October 2002 -  28th March 2003
Supervisor: Ann Kimber (Consultant Child Psychologist)
NHS Trust: West Sussex Health & Social Care NHS Trust
Base: Child & Adolescent Mental Health Service, Orchard House,
Chichester
Summary of Experience
This placement provided an excellent and varied range o f opportunities for working 
with children, adolescents and their families in a multi-disciplinary context. As well 
as specific supervision from my supervisor, all members o f the team were w ell- 
oriented to supporting trainees with advice or in joint working, whilst also treating all 
staff as valid members o f a team. This was a busy placement which offered many 
types o f work, but I was particularly involved in an ADHD clinic, a solution-focused  
clinic, school liaison, cognitive assessments, individual therapeutic work, and audit 
and evaluation projects.
Clinical Skills and Experience
I undertook therapeutic interventions with children from a range o f ages, and learnt 
about adapting the style and content o f sessions to suit the individual’s age, 
developmental level and personal characteristics. Some work was with children and 
their parents, some predominantly with the child, and som e predominantly with 
parents. Clients’ presenting difficulties included anxiety, attention and behaviour 
problems, depression, obsessional checking and social communication problems. I 
gained a lot o f experience in psychometric testing, using the WISC-III (W echsler 
Intelligence Scales for Children, 3rd Edition), WPPSI (W echsler Pre-School and 
Primary Scale o f Intelligence) and WORD (Wechsler Objective Reading
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Dimensions), mostly within the context o f an ADHD clinic. I learnt about a number 
o f different models to therapeutic work, such as behavioural, cognitive, system ic and 
solution-focused approaches.
M eetings, Sem inars, V isits and R esearch
I attended the monthly meetings o f all the psychologists (clinical and educational) in 
the team. I observed my supervisor’s work in therapeutic sessions and cognitive  
assessments. I was also able to visit different schools (mainstream and for those with 
learning difficulties), two residential children’s psychiatric units (one for children and 
one for adolescents) and a child development centre. I observed a paediatric ward 
round at the local general hospital and a child protection case conference.
Two psychologists at the placement had set up a solution-focused clinic and I took 
part in some sessions as a member of the reflecting team. I also attended a 
presentation given by one o f the founder psychologists about setting up such a clinic, 
and contributed to the preparation o f a paper about the clinic.
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Summary of Older Adult Mental Health Case Report
The Neuropsychological Assessment O f A 64-year-old Man 
Who Had Suffered A Stroke
Reason For Referral
Mr Hamilton, a 64-year-old man o f White-English origin, was referred to the regional 
Clinical Psychologist by an Occupational Therapist (OT). He had suffered a stroke, 
and an assessment was requested to clarify the nature o f any cognitive difficulties.
Presenting Problem
Since his stroke, Mr Hamilton experienced sleeping difficulties and had not been at 
work. He reported considerable frustration about this, but otherwise there were no 
other differences consequent to his stroke. Mrs Hamilton felt he had lost motivation 
to do things and sometimes became confused. She also described personality 
changes, as Mr Hamilton seemed more passive and irritable than usual. These 
changes appeared to be causing tension within the family.
Assessment
Assessm ent included an interview with Mr and Mrs Hamilton, and further information 
was obtained through conversation with the referrer and medical notes. Mr Hamilton 
had suffered a lacunar infarct in  the right corona radiata. He had reported feeling  
unwell over 24 hours, slurring his speech, and feeling weakness in his left limbs. He 
then appeared to make a quick initial recovery. Neurological examination indicated 
no significant changes.
Mr Hamilton had lived in the same town all his life. He had been married twice 
before, and had two daughters. He had been married to his third wife for just one 
year, and lived with her and her daughter. Mr Hamilton described seeing friends 
socially, but said he turned to his w ife for support during stressful times.
He had left school at 15 years and had various jobs throughout life, m ostly o f a 
manual nature (e.g. builder). He enjoyed driving and gardening. His OT had
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administered the Stroke Driver Screening Assessment, on which Mr Hamilton had 
achieved a borderline score, prompting concerns about his cognitive abilities.
Formulation
Mr Hamilton, his wife, and other professionals involved viewed the changes after the 
stroke differently. Som e initial hypotheses were made to consider these changes. 
One hypothesis was that the reported problems were due to cognitive difficulties as a 
result o f organic changes in the brain. Suboptimal functioning has been reported 
following damage to the deep regions o f the brain where Mr Hamilton’s stroke 
occurred. A second consideration was that Mr Hamilton was in the process o f  
emotionally adjusting to the stroke. Depressed and anxious mood often occur 
following stroke, and may result in reduced concentration, memory and psychomotor 
speed. A  third possibility was that the changes to Mr Hamilton’s abilities were due to 
external changes in circumstances rather than internal changes. Lack o f social contact 
and no possibility for practical activities, may have led to lack o f motivation and no 
opportunity to engage in skills which were particular strengths for him.
Intervention
A neuropsychological assessment o f Mr Hamilton’s cognitive abilities was 
undertaken to understand what (if any) cognitive changes had occurred, evaluate the 
contribution of other factors, and provide information for other professionals 
regarding return to work and driving. Selective areas for investigation were identified  
in an attempt not to increase Mr Hamilton’s frustrations with the assessment 
processes. The following tools were used:
•  M iddlesex Elderly Assessment o f Mental State (MEAMS)
• Line Bisection and Clock Face Drawing
• Verbal Fluency
• W echsler Adult Intelligence Scales -  3rd Edition (WAIS-III)
•  W echsler Test of Adult Reading (W TAR)
• Rivermead Behavioural Memory Test (RBMT)
• Hayling and Brixton tests of Executive Function
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•  Test o f Everyday Attention (TEA)
• Dysexecutive Questionnaire (DEX)
• Hospital Anxiety and Depression Scale (HADS)
R esults O f The A ssessm ent
No indications o f gross impairment emerged from cognitive screening, but more 
detailed assessments revealed significant cognitive changes relative to estimated 
previous cognitive abilities. Visuospatial abilities were impaired, as well as working 
memory and processing speed. His verbal abilities were significantly better, which 
was striking as his practical skills might have been expected to be a relative strength 
given his occupational history. Mr Hamilton also showed executive difficulties, such 
as suppressing inappropriate responses, and impaired attentional switching.
O utcom e
Neuropsychological assessment appeared to indicate that Mr Hamilton had significant 
cognitive impairments due to organic changes to the brain following stroke. These 
may have contributed directly to his difficulties remembering and organising things, 
and also indirectly through affecting ‘mental effort’. This may have then contributed 
to anxious mood, which could have been aggravated by the change to his everyday 
circumstances.
A  session was arranged to provide feedback o f the assessment to Mr and Mrs 
Hamilton, with an emphasis on the correspondence between cognitive processes and 
common situations. It was hoped understanding the changes Mr Hamilton was 
experiencing would ease some of the tension in the family. The trainee met with the 
OT to consider continuing rehabilitation and alternative strategies to counter Mr 
Hamilton’s difficulties. Specialist driving assessment was recommended to ascertain 
his driving abilities. Similarly, further assessment in a work setting was 
recommended, together with certain practical strategies, to plan a return to work. 
Fuller assessment o f certain cognitive abilities may have strengthened this work, 
notably Mr Hamilton’s executive functioning, as this seemed to be at the core o f his 
difficulties, and greater understanding o f these abilities may have allowed further 
recommendations for rehabilitation.
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CORE OLDER PEOPLE PLACEMENT 
Dates: 9th September 2003 -  26th September 2003
Supervisor: Ian Kneebone (Consultant Clinical Psychologist)
NHS Trust: Guildford & Waverel NHS Trust 
Base: Farnham Hospital, Farnham
Summary of Experience
On this placement, I was part of a clinical psychology team com posed o f a consultant 
clinical psychologist, an assistant psychologist, and two trainee clinical psychologists. 
The service provided for the older adult population of a relatively large area, and I 
was based at one o f three hospitals within it. Clinical work included individual 
assessment and interventions for specific mental health difficulties, and also 
neuropsychological assessments. I worked with a range o f older people with mostly 
com plex mental health concerns in the context o f serious physical health problems. 
This was in outpatient, inpatient and community settings. A  structured cognitive- 
behavioural/rational-emotive framework guided clinical work, consultation, and 
supervision. ^
Clinical Skills and Experience
I gained experience with patients on an orthopaedic and a stroke ward, where my 
work included assessment o f cognitive and mental health difficulties, and 
interventions for clients, their families, and ward staff as part o f ongoing rehabilitation 
and discharge planning. Through this I learnt to consider the interaction o f  mental 
health and neuropsychological problems in the context o f physical disability, e.g. 
consequent to stroke or dementia. I also undertook work with outpatients with 
concerns such as depression and anxiety follow ing stroke, fear o f falling, and coping 
with dementia. I took part in a ‘Fear o f Falling’ group organised by a community
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support worker for five participants at the day hospital, and led one session focusing 
on the role o f thoughts and feelings. I gained skills using several assessment 
measures, including the BADS (Behavioral Assessment o f the Dysexecutive 
Syndrome), BASDEC (Brief Assessm ent o f Depression Cards), BDI, CamDEX  
(Cambridge Mental Disorders o f the Elderly Examination), HADS, Hayling and 
Brixton tests, MMSE (Mini Mental State Examination), RBANS (Repeatable Battery 
for the Assessment o f Neuropsychological Status), RBMT, TEA, WAIS-III and 
WTAR.
Meetings, Seminars, Visits and Research
I attended weekly multi-disciplinary ward rounds during which I gave feedback on 
patients and discussed new referrals. I also attended monthly regional meetings for 
psychologists working with older people. At one of these meetings, I gave a 
presentation on ethnicity and cultural issues when working with older people. As well 
a receiving individual supervision, there was weekly group supervision with the 
opportunity for regular case presentations. I arranged meetings with other 
professionals, such as a speech and language therapist, physiotherapist, ward sister, 
day hospital matron, and social worker, to discuss their work with older people. I 
visited two other hospitals in the region, an Alzheim er’s Society day centre, and a 
ward for the ‘elderly mentally infirm’. I also attended a residential home review with 
the ward team social worker. .
I attended the regular seminars at the hospital, which covered topics such as stroke, 
post-stroke neglect, and multiple sclerosis. I also went to the regional A ge Concern 
Conference and Yearly Review.
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Summary of Specialist Trauma Case Report
Cognitive-Behavioural Treatment With A 52-Year-Old Man Experiencing Post- 
Traumatic Stress Disorder Following A Road Traffic Accident
Reason For Referral
Mr Edwards was referred by his psychiatrist in the Community Mental Health Team  
for assessment o f post-traumatic symptoms at a specialist Traumatic Stress Service 
follow ing a road traffic accident. Mr Edwards was 52 years old and o f White-English 
origin.
Presenting Problem
Mr Edwards described intrusive thoughts relating to the accident, which were 
distressing and led to physiological symptoms of panic. These thoughts were 
triggered by reminders, such as seeing accidents or dangerous driving on the road. He 
avoided both the accident site and driving long distances. Mr Edwards reported 
coping with his symptoms by pushing away upsetting memories and avoiding any 
discussion o f the accident with others. Further, he often felt irritable and could 
becom e intensely angry at home and at work, and in other situations where he saw  
injustice. W hilst before the accident he described him self as jovial and level-headed, 
he felt he was now generally more emotional and ‘on guard’. He also reported some 
symptoms of depressed m o o d ..
Assessment
Two assessment sessions took place with Mr Edwards, and consisted o f a sem i­
structured interview and administration o f psychometric measures. Three years ago 
whilst at work, Mr Edwards had been in an accident in which another car had 
suddenly pulled out in front o f the van he was driving. The two vehicles had collided, 
although Mr Edwards had managed to avoid a direct collision with the driver’s door 
by swerving. He had returned to work two months later, but no longer drove vans at 
work. He was in the process o f seeking legal compensation for the accident.
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Mr Edwards was married with two children. He had a good relationship with his 
children, but felt that his relationship with his wife had become strained since the 
accident and she currently lived away from home for part o f the w eek to look after her 
mother. Mr Edwards mentioned one good male friend, but otherwise had withdrawn 
from socialising. He currently worked as a prison officer, but had previously been in 
the navy as a cook. It seemed he was being passed over for promotion at work due to 
his anger and mood swings. However, there were no reports o f violence to others, 
and overall Mr Edwards presented low risk o f harm to him self or others.
W hilst discussing his experiences, guilt emerged as a central concern, as Mr Edwards 
reported thinking he could have killed the other driver and should have behaved 
differently. He seemed highly motivated to begin treatment. The Impact o f  Events 
Scale (IES) and Beck Depression Inventory (BDI) were completed, and indicated a 
severe reaction to trauma in the context o f mild depression.
Formulation
An evaluation of Mr Edwards’ symptoms indicated that he was suffering from chronic 
Post-Traumatic Stress Disorder (PTSD). A review of the literature suggested personal 
responses to the trauma, such as perceived threat to life during the accident, anger, 
and litigation processes, can play a role in maintaining a sense o f serious current 
threat so that PTSD persists. Two m odels were used to inform formulation: Brewin et 
al.’s (1996) dual representation theory o f traumatic memories and Ehlers & Clark 
(2000) cognitive model o f PTSD. These frameworks helped to consider how Mr 
Edwards’ cognitive and behavioural avoidance o f the trauma may have inhibited 
appraisal and emotional processing o f the accident
Intervention
As the formulation described dual aspects o f trauma, intervention included both 
behaviourally-based components aimed at non-conscious representations o f the 
accident and cognitive therapeutic methods aimed at more conscious appraisals. 
Moreover, research has given strong support for treatment that combines behavioural 
and cognitive techniques for PTSD (Solom on & Johnson, 2002). Particular attention 
was paid to enabling a safe and therapeutic environment within which treatment could
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proceed without re-traumatization. Ten treatment sessions were offered, followed by 
a review o f progress. There were four components o f the intervention:
1. Psychoeducation regarding PTSD, and a description and rationale o f different 
components o f treatment.
2. In vivo and imaginai exposure, which both commenced from the beginning of  
treatment. The former involved visiting the accident site between sessions 
(planned in a gradual manner). The latter consisted o f detailed 
reliving/recounting o f the accident initially within sessions, and then also at 
home through listening to reliving tapes.
3. Reclaiming aspects o f life that Mr Edwards had given up, e.g. social activities.
4. Cognitive restructuring o f appraisals o f the trauma to aid integration into 
memory. This involved discussing key moments ( ‘hot spots’) and 
incorporating alternative perspectives into consequent reliving.
Outcome
Mr Edwards’ achievements were shown by his accomplishment o f therapeutic tasks, 
such as becoming able to visit the accident site with little anxiety, and recounting the 
accident with minimal distress within latter sessions. He reported considerably less 
anger, which had resulted in an improved relationship with his wife and the possibility 
o f promotion at work. Further, he had begun socializing more regularly and had plans 
to develop this. The IES and BDI were readministered in the final session, and 
indicated that Mr Edwards’ symptoms now fell within the subclinical and mild ranges 
(respectively). The likelihood o f maintaining these improvements appeared to be 
good, but the possibility o f residual anxiety when prompted by particular reminders 
and the ongoing litigation was acknowledged.
In evaluating this work, the potential for a greater focus on anger and guilt within 
therapy was identified. Including a systemic approach to the work may have 
particularly enhanced treatment, particularly with respect to Mr Edwards’ anger 
towards others. Teaching relaxation skills may have also been a useful addition, and 
helped prepare Mr Edwards for coping with possible future setbacks, although the 
clinical effectiveness o f this is unclear.
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SPECIALIST TRAUMATIC STRESS PLACEMENT
Dates: 21st October 2003 -  26th March 2004
Supervisor: Prof Ian Robbins (Consultant Clinical Psychologist)
NHS Trust: South West London & St. George’s NHS Trust
Base: Traumatic Stress Service, St. George’s Hospital, Tooting
Summary of Experience
This placement provided an excellent and fascinating opportunity to work with a 
specialist psychology service for people experiencing severe reactions to trauma. The 
client population was very diverse and offered unique possibilities o f working with 
refugees from many countries, as well as people from the UK population. Clinical 
work was predominantly with individual clients within a cognitive-behavioural 
framework. However, a systemic perspective was also required, given the 
involvement o f medical professionals, legal and government organizations. A  further 
aspect o f the placement was attending a voluntarily-run drop-in centre for refugees, 
offering food and informal consultation with various professionals, such as nursing, 
Citizen’s Advice Bureau, and mental health staff.
Clinical Skills and Experience
I developed skills using the cognitive-behavioural model o f  PTSD and other 
psychological reactions to trauma, such as guilt and anger. I also learnt how to adapt 
psychological interventions to each individual’s circumstances, for example their 
current asylum-seeking legal status, and nature o f the trauma experienced. I became 
very aware of the need to consider risk and provide safety within the therapeutic 
encounter without retraumatisation. I further became aware o f the need to consider 
cultural issues with many o f the clients. I gained experience working with interpreters 
to carry out assessments and interventions. At the refugee drop-in centre I provided
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consultation to visitors and staff, and also became involved in running a m en’s group. 
I learnt a lot about the refugee experience from the people there, including about 
psychological, social and political issues.
Meetings, Seminars, Visits and Research
I attended weekly departmental business and clinical meetings. I gave case 
presentations within the team discussion sessions as part o f these on two occasions. I 
was able to observe two psychologists’ assessment sessions. As well as individual 
supervision, I received group supervision with another trainee clinical psychologist, 
which involved more teaching on specific issues pertinent to trauma.
I attended two specialist events whilst on placement: a one-day workshop on CBT  
with PTSD and a one-day conference on working with refugees.
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SPECIALIST CHILDREN & FAMILIES NARRATIVE THERAPY
PLACEMENT
Dates: 15th April 2004 -  24th September 2004
Supervisor: Gloria Martin (Consultant Clinical Psychologist) & Rachel Swann
(Clinical Psychologist)
NHS Trust: South West London & St. George’s NHS Trust
Base: Child & Family Consultation Centre, Richmond Royal Healthcare
Hamlet, London; Looked After Children’s Centre, Twickenham
Summary of Experience
This placement provided the opportunity to use narrative approaches within 
therapeutic work with children and families. It was based with a multi-disciplinary 
team consisting o f psychologists, psychotherapists, psychiatrists and social workers, 
within which several different therapeutic models were used. Thus whilst there was a 
particular emphasis on narrative models in supervision, cognitive-behavioural, 
attachment and systemic perspectives were prevalent throughout the work. One day a 
fortnight I worked in a small Team o f health and education professionals, working 
with looked after children. Throughout the placement at both bases, there was an 
emphasis on joint working with other professionals. Clinical work included 
experience within a (predominantly) adolescent clinic, deliberate self-harm  
assessment, and consultation and training sessions to other professionals.
Clinical Skills and Experience
I gained experience doing both independent and joint work with other mental health 
professionals. The clients I worked with had a range o f presenting issues, such as 
school refusal, separation difficulties, experiencing panic, adjustment to change, 
depression and self-harm. I developed skills in using narrative ideas to assess, and
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think about such matters, and use a narrative approach to intervention with clients to 
enable change. I learnt more about considering the different system s that are often 
pertinent working with children and families, such as education, peer, social and other 
extended networks. As a result o f this and my work across two services, I gained a 
greater understanding o f the multifaceted roles o f a clinical psychologist working 
within health and social systems. Working within the Looked After Children’s team, 
I became particularly aware o f the vulnerabilities young people from disadvantaged 
backgrounds can face.
I gained further experience using the WISC-III and SDQ in assessment, and 
intervention instruments, such as self-anchored scales, the ‘bag o f feelings’ and 
externalising tools.
Meetings, Seminars, Visits and Research
I attended weekly departmental business and clinical meetings. These always 
involved a reflecting team to consider group processes, and I was part o f this on two 
occasions. I also attended the presentation and discussion sessions held after the 
meetings, and gave a presentation on working with refugee children within one o f 
these sessions. I observed both my supervisors’ in assessment and therapeutic 
sessions. I attended bi-monthly psychologists’ meetings.
Within the Looked After Children’s service, I helped plan and run an evening on 
bereavement for foster carers, and helped set-up and facilitate peer supervision for 
social workers doing life-story work with young people in foster care.
I attended a team day focusing on the current system o f assessing referrals and 
running clinics, and a trust cultural awareness training day.
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RESEARCH DOSSIER
This section contains three pieces o f research undertaken over three years: the
Service-Related Research Project completed in the first year, the Qualitative Research 
Project completed in the second year, and the Major Research Project completed in 
the third year. A research logbook is also included, which shows the development 
and acquisition o f research skills over the course o f this time.
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A Study O f Attitudes O f Community 
Mental Health Team Staff Towards 
Clients With A Personality Disorder
June 2002 
Year 1
1 2 1
Service-Related Research
Acknowledgements
I would like to thank my placement and course supervisors for their support and help 
with the process and development o f this study. Discussions with other regional 
psychologists and user-groups were also much appreciated and provided a great range 
of perspectives and research ideas. I would also like to thank all those staff CMHT 
members who took the time and effort to complete the questionnaires.
122
Service-Related Research
Abstract
This exploratory study aims to describe Community Mental Health Team (CMHT) 
staff perceptions o f the diagnosis o f Personality Disorder, difficulties and rewards 
working with individuals with Personality Disorder, and ideas for improving this 
work. A questionnaire was developed and sent to staff from five CMHTs o f a NHS 
Trust. Descriptive data analysis revealed that staff did mostly identify general 
features o f Personality Disorder correctly, although most cited self-harm also, which 
is more associated with the Borderline sub-type. Staff encountered engagement 
difficulties, but also found working on these particularly rewarding, as well as helping 
patients make small improvements. Awareness o f these issues is discussed as 
important for effective treatment. Most respondents stated further training as useful 
for improving the service. Limitations o f the study and how findings can inform  
service development are considered.
i
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1. Introduction
Individuals with Personality Disorder suffer enduring, complex and severe emotional, 
interpersonal and behavioural problems (Henderson Outreach, 2001). They can suffer 
intense distress and exhibit destructive behaviour, which professionals can find 
stressful to manage (Norton & Dolan, 1995).
As a consequence, mental health staff often include patients with Personality Disorder 
under the label o f the ‘difficult’ patient (Hinshelwood, 1999). For example, Lewis & 
Appleby (1988) found that psychiatrists can form judgemental and rejecting attitudes 
towards those with a diagnosis o f Personality Disorder. Feather & Johnstone (2001) 
found that, nurses blamed individuals with Personality Disorder more for aggressive 
behaviour and perceived them as less deserving o f care than Schizophrenic patients.
It is also becoming well-recognised that the interpersonal and social difficulties 
patients with Personality Disorder experience makes it difficult to engage them in 
treatment, which then becomes marked by negative feelings in both therapist and 
patient (Norton & Hinshelwood, 1996). Therapists’ reduced motivation to treat these 
patients may then further patients’ distress (Bergman & Eckerdal, 2000). Further, 
staff often experience strong emotional reactions working with this client group, 
which may affect their response to patients and personal capabilities (Norton & 
Dolan, 1995). Exploring staff, attitudes and understanding o f Personality Disorder 
may be particularly important, as it has been argued that staff attributions about 
patients are significant determinants o f helping behaviour, especially attributions 
about controllability (Sharrock, Day, Qazi & Brewin, 1990).
Despite these difficulties, however, there is som e agreement in the literature that 
psychotherapeutic approaches can be effective for those with Personality Disorder 
(Bateman & Fonagy, 2000; Bergman & Eckerdal, 2000). Two important features o f  
this are a strong relationship between therapist and patient, and good integration 
amongst services.
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Psychologists working in CMHTs within a specific NHS trust recognised that a 
number o f clients presenting to the service had Personality Disorder. A previous 
study o f  nurses on an acute ward within the trust had identified negative attitudes 
towards such patients (Grixti, 1999). However, it was not clear how these findings 
generalised to CMHT settings, nor what the underlying personal and professional 
views o f Personality Disorder which might influence attitudes were. Following this 
study, recommendations for the care and treatment o f individuals with Personality 
Disorder had been compiled (Boella, 2000), which emphasised the importance o f  
obtaining staff feedback about improving services.
Despite the increasing acceptance o f the value o f Personality Disorder as a conceptual 
grouping, working difficulties for professionals remain due to lack o f consistent 
diagnosis, care-planning or training for staff working with these clients (Dunn & 
Parry, 1997). Professionals themselves have identified a need for structure in their 
work, emotional support and training, to create a frame of work organization for this 
client group (Bergman & Eckerdal, 2000). This study aimed to describe staff 
attitudes towards the diagnosis o f Personality Disorder, their strengths and difficulties 
in working with this client group, and views on improving their work.
A  questionnaire was designed to survey the following areas:
1. Prevalence o f Personality Disorder;
2. Clinical presentation of Personality Disorder;
3. Difficulties working with clients with Personality Disorder;
4. Rewards working with clients with Personality Disorder;
5. Own confidence, knowledge and effectiveness;
6 . Improving the service.
It was exploratory in nature, with the aim o f gathering information that would  
facilitate linking recommendations to current clinical practice.
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2. Method 
Participants
The target sample consisted o f 81 staff from the five CMHTs o f the Trust.
Measures
The Questionnaire on Personality Disorder was developed by the author (appendix 1) 
and was approved by the Trust’s Research Steering Group (appendix 2). It consisted  
o f ten questions, including four checklists, three Likert-type scales, and three sem i­
structured open questions. Given the difficulty o f obtaining adequate response rates 
from NHS staff, who are often time-constrained and over-subscribed with surveys, it 
was considered important to structure the questions as much as possible.
The questionnaire was devised through discussion with two clinical psychologists and 
members o f the Research Steering Group. From this, questions on staff understanding 
o f the concept o f Personality Disorder, positive a n d  negative attitudes, sense o f  
capability, and opinions on improving the service for these clients were generated.
The questionnaire was developed for this survey as other existing measures o f  
attitudes to Personality Disorder (e.g. Lewis & Appleby, 1988; M iller & Davenport, 
1996) seem ed too specifically aimed either at particular professionals, or particular 
Personality Disorder types. The aim of this research was to achieve broader 
information.
Before administering the questionnaire to the target population, a pilot study was 
completed with a small group o f mixed professionals, and slight refinements 
subsequently made.
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Inter-Rater Reliability
In order to estimate som e reliability o f the measure, particularly with respect to the 
open questions, another researcher who had not been involved in the project was 
given a sample o f questionnaires to score (Coolican, 1999). The issues in this 
research were discussed, and then he scored ten questionnaires independently 
according to the scoring system generated by the author. There was good agreement 
o f 89% between the two raters.
Validity
Feedback from the pilot and main study, and also from local user groups (CAPITAL, 
2002) indicated that the measure seem s to have adequate content validity (Coolican, 
1999).
Procedure
It was intended that packs o f questionnaires would be sent to each o f the five CMHT 
managers for distribution amongst staff. However, this project was combined with a 
Trust survey seeking similar information from staff about the prevalence o f  
Personality Disorder17 - see appendix 4 for details. Certain procedural alterations were 
made as a consequence. The psychologist leading this survey presented the 
questionnaire personally to the managers in a meeting, which it was hoped would  
further increase response rates. One copy o f the questionnaire with a general cover 
sheet (appendix 3) was given to each CMHT manager for them to copy, distribute, 
and promote to individual staff members. Piloting had identified the need for a 
diagnostic description o f Personality Disorder to define the client group staff were 
being asked about, and so the DSM -IV definition was sent to CMHTs (appendix 5).
The questionnaires were to be sent back to the researcher through internal post by a 
specific date. Low response rate by this date provoked a second mail shot, consisting
17 This meant only one request for similar information w ould be sent out, which seem ed m ore efficient 
and likely to yield more responses than tw o separate requests.
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o f a covering letter to the manager, 15 questionnaires each with a (blue) coversheet 
urging staff to respond, and addressed envelopes for return (appendix 6).
3. Results
The questionnaire generated quantitative and qualitative data, which was interpreted 
using content analysis categorisation methods (Coolican, 1999). Appendix 7 presents 
the categories used to score the data. As respondents were asked to give three 
answers to each open question, the majority appear in more than one category.
Response Rate
16 questionnaires were initially returned (a response rate o f 19.8%). Following the 
second mail shot a further 23 were returned. Thus the overall response rate was 
48.1%. Som e questionnaires were filled out incompletely (three consisted o f the first 
page o f  the questionnaire only). However, all available data from any returned 
questionnaires was included in analyses. According to the objectives o f the study, 
and also considering the relatively low response rate, the data is presented in terms o f  
descriptive statistics. However, supplementary analyses were carried out and can be 
found in Appendix 8.
Prevalence of Personality Disorder
Table 1 shows that CMHT staff tend to have between 11-20 patients on their 
caseload, 0-10 o f whom typically have a diagnosis o f Personality Disorder. 0-10  
without a diagnosis were considered to have traits consistent with Personality 
Disorder.
No. on caseload No. PD diagnosis No. PD traits
Median category 11-20 0-10 0-10
Interquartile
range
3 1 1
Table 1. Median categories o f prevalence estimates o f Personality Disorder
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Clinical Presentation of Personality Disorder
Table 2 shows that self-harm was most frequently (53.8% o f staff) cited as a 
characteristic feature o f individuals with Personality Disorder. This was followed by 
affectivity (33.3%) -  e.g. mood fluctuation, relationship problems (28.2%), and 
instability (25.6%). Many responses (51.3%) fell into the ‘Other’ category, 
indicating the wide variation in answers given (e.g. alcohol use, abuse). Figure 1 
shows the distribution o f responses across categories.
Categories of common 
presenting features
Number of responses Percentage of overall 
respondents
Self-harm 21 53.8
Affectivity 13 33.3
Relationship problems 11 28.2
Instability 10 25.6
Manipulative 8 20.5
Engagement 7 17.9
Impulsivity 6 15.4
Risk/aggressive behaviour 6 15.4
Anxiety 5 12.8
Other 20 51.3
Table 2. Frequency o f categories o f responses about common presenting features o f  
Personality Disorder.
>
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30
Figure 1. Bar chart showing features/problems that staff consider patients with 
Personality Disorder most commonly present with.
Difficulties working with clients with Personality Disorder
Table 3 shows that staff reported engagement problems as most demanding in 
working with clients with Personality Disorder (33.3% o f staff). Other difficulties 
described with similar frequencies were dealing with self-harm (30.8%), aggressive 
behaviour (30.8%), and manipulative behaviour (25.6%). 18 responses also fell into 
the ‘Other’ category (46.2%), indicating the wide variation in the types o f answers 
given (e.g. getting them to believe in themselves; not an illness). Figure 2 shows the 
distribution of staff responses.
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Categories of most 
demanding features
Number of responses Percentage of overall 
respondents
Engagement problems 13 33.3
Risk/aggression 12 310.8
Self-harm 12 30.8
Manipulative 10 25.6
Instability 7 17.9
Slow progress 7 17.9
Tiring/stressful 5 12.8
Comorbid problems 5 12.8
Impulsivity 4 10.3
Lack of resources 4 10.3
Other 18 46.2
Table 3. Frequency o f  categories o f  responses about most demanding features o f  
working with clients with Personality Disorder.
20
Figure 2. Bar chart showing features o f working with clients with Personality 
Disorder that staff consider most demanding
1 3 1
Service-Related Research
Rewards working with clients with Personality Disorder
Table 4  shows that the most rewarding aspects o f working with this client group for 
staff were seeing small changes (25.6%) and increasing trust (17.9%). Other issues, 
such as intellectual interest, building the therapeutic relationship, the challenging 
nature o f the work, building clients’ coping skills, and containing problems were also 
cited at similar frequencies. 20.5% o f respondents could not identify any rewarding 
aspects. Figure 3 shows the distribution of staff responses.
Categories of rewarding 
features
Number of responses Percentage of overall 
respondents
Small changes 10 25.6
None/not sure 8 20.5
Increased trust 7 17.9
Building personal 
relationship
6 15.4
Challenging 6 15.4
Building coping skills 6 15.4
Intellectual interest 6 15.4
Containment 6 15.4
Team work 2 5.1
Reducing self-harm 2 5.1
Other 14 35.9
Table 4. Frequencies o f categories o f responses about rewarding features o f working 
with clients with Personality Disorder.
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16
Figure 3. Bar chart showing features o f working with clients with Personality 
Disorder staff find particularly stimulating or rewarding
Confidence, knowledge and effectiveness
In rating how they felt about their work with patients with Personality Disorder, staff 
gave mean ratings (on a scale from 0, not at all, to 10, extremely) o f 5.14 for how  
confident, 5.28 for how knowledgeable, and 4.36 for how effective they felt -  see  
Table 5. Figure 4 shows how respondents’ ratings were distributed.
Confident Knowledgeable Effective
Mean 5.14 5.28 4.36
Standard
deviation
1.85 2.15 1.55
Table 5. Means and standard deviations o f staff ratings o f confidence, knowledge and 
effectiveness.
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Figure 4. Histogram s o f  ratines o f  (a') confidence: (b) knowledge: (c) effectiveness
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Improving the service
Table 6 shows that all staff expressed interest in specific ways to improve their work 
(none responded with the ‘nothing’ option), most welcom ing opportunities for further 
training (86.1%), but also a need for supervision (69.4%) and the introduction of  
formal policies (52.8%). Figure 5 shows the distribution o f staff interests.
Means to improve work Number of responses Percentage of 
respondents
Training 31 86.1
Supervision 25 69.4
Introduction of formal 
policies
19 52.8
Special Interest Group 15 41.7
Group support 11 30.6
Individual support 9 25.0
Nothing 0 0.00
Other 5 13.9
Table 6. Frequencies o f categories o f  responses about means to improve work with 
clients with Personality Disorder.
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Figure 5. Bar chart showing staff preferences for wavs in which to improve their 
work with clients with Personality Disorder.
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4. Discussion 
Main Findings
Prevalence and Presentation of Personality Disorder
Staff seem to perceive features o f Personality Disorder in as many clients diagnosed  
with Personality Disorder, as in those without a diagnosis. Staff may do this as 
features associated with Personality Disorder, such as affective fluctuations and 
instability, might reasonably be seen during acute stages o f other psychological 
disorders. This implies some inconsistency in how staff perceive the diagnosis.
M ost staff members recognised self-harm as characteristic o f Personality Disorder, 
followed by affectivity, relationship problems, and instability. Affective and 
relationship problems are part o f the general diagnostic criteria for Personality 
Disorder, along with impulsivity (Appendix 9). Considering engagement issues as a 
more specific example o f relationship problems, together these were described by 
43.6% o f respondents18, indicating that relationship difficulties may also be 
recognised as a central feature.
Although not part o f the general Personality Disorder diagnostic criteria, self-harm  
does appear under the specific criteria for Borderline Personality Disorder (Appendix 
9). Staff m ay associate ‘Personality Disorder’ more with the Borderline sub-type, 
either because, these are the patients who most comm only present to services (Norton, 
1992), or due to the more dramatic nature o f this trait. This again implies lack o f  
consistent understanding o f diagnosis, which can create confusion in care-planning 
(Dunn & Parry, 1997).
Difficulties and rewards working with clients with Personality Disorder
Features which caused staff most difficulties were engagement issues, which again 
highlights the difficulties staff have engaging individuals in treatment as described in 
the literature (Norton & Hinshelwood, 1996). Sustaining a treatment alliance is
18 Only one person gave both responses in answer to this question.
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demanding, and staff need to be aware o f these difficulties, both to inform and support 
the therapist (Hinshelwood, 1999), and facilitate a powerful therapeutic relationship, 
which is necessary for effective treatment (Bateman & Fonagy, 2000).
Staff perceived self-harm as particularly demanding, along with aggressive behaviour. 
Such behaviour is recognised to elicit strong personal reactions in staff but, again, 
awareness o f these pressures is important to minimise problems and encourage mutual 
support amongst professionals (Norton & Dolan, 1995). Although clear in the 
responses to the questionnaire, it is uncertain how staff use this awareness to facilitate 
everyday clinical practice.
In contrast to previous studies (e.g. Grixti, 1999), ‘labelling’ terminology, such as 
‘manipulative’, was cited less than other demanding aspects o f Personality Disorder 
(also less as a characteristic feature). Such labels can lead to a detriment o f treatment 
(Hinshelwood, 1999) and perpetuate patients’ sense o f being mistreated (Nehls, 
1999). It is encouraging that it was not most prominent for the respondents o f this 
survey.
A  quarter o f respondents found seeing patients make small improvements particularly 
rewarding. It is important that staff are able to see developments, as treatment is 
necessarily long-term, but still requires clear goals (Bateman & Fonagy, 2000). 
Interestingly, 12 respondents^(30.8%) found building trust and the therapeutic 
relationship rewarding, although these issues were also cited as demanding. Given 
the significance o f interpersonal issues in the literature these attitudes seem  
constructive and indicate some endurance o f interpersonal conflict, which has been 
argued to enhance therapeutic effects (Norton, 1992).
Staff appeared to find it harder to identify rewarding aspects o f working with these 
clients19, and eight individuals could not do this at all. Although this is 
understandable given the perceived prominence o f  demanding features o f Personality
19 There were more responses to the question about dem anding aspects o f  work (n=97) than about 
rewarding aspects (n=73).
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Disorder, it is important to address such difficulties, as negative staff attributions can 
reduce helping behaviours (Sharrock et al, 1990).
Confidence, knowledge, and effectiveness
Overall, staff seem to feel slightly less effective in their treatment o f clients with 
Personality Disorder compared to other patients. This might reflect personal 
experience, as evidence shows that although symptoms diminish over time, patients 
generally show erratic improvements (Bergman & Eckerdal, 2000). It may therefore 
be difficult for staff to understand how effective their care o f clients is. Lower 
effectiveness ratings imply staff see problems as less controllable, which can be 
associated with lower treatment optimism and helping responses (Sharrock et al, 
1990).
Improving the service
All respondents indicated interest in improving their work with clients with 
Personality Disorder, with 31 professionals (86.1%) wanting further training. 
Beneficial subjects for training included: different models o f therapies and 
management; self-harm; and multi-disciplinary management. The literature reflects 
these concerns, with well-integrated services (Bateman & Fonagy) and eclectic  
strategies (Bergman & Eckerdal, 2000) emerging as important for treatment 
effectiveness. Studies have found training programmes aimed at increasing 
knowledge and experience o £  certain client groups enhance confidence in staff 
members’ ability to provide treatment and treatment optimism (e.g. Gerace, Huges & 
Spunt, 1995). Even simple educational interventions, such as providing self- 
instructional materials, can also improve attitudes towards patients with Personality 
Disorder (Miller & Davenport, 1996). Supervision and the introduction o f formal 
procedures were also identified as important for improving services.
Limitations
This study’s findings should be considered within certain limitations. Changes to the 
procedure meant possible refinements uncovered by piloting could not be carried out. 
For example, relatively wide categories o f prevalence were used, but this meant this
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question was not sensitive to small differences in numbers20. Therefore it is difficult 
to make confident conclusions concerning staff perceptions o f prevalence. Narrower 
categories, including a 0 category, or open questions would have improved data. 
Information about respondents’ profession (such as nurse, psychiatrist) and years in 
practice, education and training experiences was also lacking. However, in a previous 
study, such demographic variables have not been found to be associated with 
knowledge or attitudes towards patients with Personality Disorder (M iller & 
Davenport, 1996). Particular CMHT membership was also unknown, so patterns o f  
results across different CMHTs could not be extracted.
It could be argued that the questionnaire was t o o  broad in not specifying a category o f  
Personality Disorder. Although this is often seen as consistent with the practice o f  
many professionals (Lewis & Appleby, 1988) definition o f Personality Disorder is 
often seen as unclear and unreliable, and more specificity is desirable (Bateman & 
Fonagy, 2000).
Sending pre-prepared questionnaire packs raised the initial low response, indicating 
that a higher response rate might have been achieved if  this strategy had been used 
initially. Although the final response rate was satisfactory, follow ing categorisation 
o f responses to the open questions, numbers within some categories were relatively 
low, and as such, interpretation of these finding must be applied with caution. As the 
questionnaire has not been used before, the validity o f the results may also be 
incomplete.
‘° Therefore, for exam ple tw o members o f  staff could have responded with the sam e category , but 
actually have had numbers o f  up to nine figures difference in mind.
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Recommendations
The information generated by this study will be presented to staff at the author’s
placement (Appendix 10). As a result o f this research, to highlight areas o f particular
importance for service development, som e recommendations can be considered:
• Prioritisation of staff training, particularly around different therapies and models 
o f treatment for Personality Disorder, self-harm issues, and management o f  clients 
within a team. Training would also usefully include clarification o f clinical 
features o f different subtypes o f Personality Disorder, with an emphasis on 
individual presentation and the effects o f negative or stereotypical labelling. This 
may be in the form of training days provided by external specialists (such as 
Henderson Outreach Specialist Team) or within-Trust experienced practitioners, 
or even through distribution o f training materials amongst staff. Evaluation of  
training on attitudes and strategies o f care would help tailor professionals’ 
development to service needs.
• Provision of supervision for staff to offer opportunity to discuss difficulties and 
maintain a clear focus for treatment. This could be provided by clinicians within 
the Trust. Awareness o f existing Special Interest Groups could be raised.
•  Acknowledgement o f difficulties staff experience, particularly in dealing with 
self-harming behaviours, or with interpersonal demands. Acknowledgem ent o f  
staff strengths and positive experiences to encourage balanced attitudes and 
treatment optimism.
•  Active planning to allow more time to manage and organise client work, so that a 
long-term view o f treatment provision is taken, personal stress is reduced and 
inter-disciplinary coherence is enhanced.
• Using training and supervision to clarify language used to talk about Personality 
Disorder to facilitate shared understanding amongst professionals (consistent with 
recommendations by Boella (2000)).
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QUESTIONNAIRE ON PERSONALITY DISORDER
This questionnaire is about your understanding and experience o f people with 
enduring, complex and severe emotional, interpersonal, and behavioural problems 
(Personality Disorder).
1. Please estimate, how many patients you typically have on your caseload:
0 - 1 0
1 1 -2 0
2 1 - 3 0
3 1 - 4 0
4 1 - 5 0
> 5 1
O f these, how many have a psychiatric diagnosis o f Personality Disorder:
0 - 1 0
11-20
2 1 - 3 0
3 1 - 4 0
4 1 - 5 0
> 5 1
O f those without this formal diagnosis, how many have traits that you associate 
with Personality Disorder:
0 - 1 0
11-20
2 1 - 3 0
3 1 - 4 0
4 1 - 5 0
> 5 1
2. What 3 features/problems do clients with Personality Disorder m ost commonly  
present with?
in
3. What 3 features o f working with clients with Personality Disorder specifically: 
- are most demanding for you?
in
- are particularly stimulating or rewarding for you?
m
1 4 7
Service-Related Research
4. In working with clients with Personality Disorder as compared to other client 
groups, please rate on the scales below from 0 (not at all) to 10 (extremely):
i) How c o n f id e n t  you feel
0 2 4 6 8 10
Not at Moderately Extremely
All
ii) How k n o w le d g e a b l e  you feel
0 2 4 6 8 10
Not at Moderately Extremely
All
iii) How e f f e c t i v e  you feel
0 2 4 6 8 10
Not at Moderately Extremely
All
5. O f the following, please tick which would be the most useful in helping your work 
with clients with Personality Disorder (choose your m a in  3 ) :
Introduction of formal policies/protocols.. . .  I I 
Training/courses { p l e a s e  s p e c i f y  t o p i c )   | |
Individual staff support.....................................  D
Group support......................... ...........................  0
Supervision..........................................................  I I
Special interest group............................ ...........  I I
N othing.................................................................  Q
Other ( p l e a s e  s p e c i f y ) ___________________ | |
Thank you very m uch for you help.
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Researcher's Name
Title of Project:
A S u r v e y  o f  t u b  A  r n r v h e s  o F c M H T  S r r t  F F 
CLI e ^ 7 S  UiTT-l A PeR S*6N 'A t (T Y  b  iS»0^hcf<L
Purpose of the research: (service development, or Bsc or MSc or PhD) h c c tN . PS Y C H . 
University supervising: SU&&.E y
Funding status:
If you are running a project then both your service manager and your head of 
department need to sign this form. If you are a student, submitting a project 
eg for a Bsc /  Msc/PhD then only the head of department’s signature is 
needed.
SERVICE MANAGER 
Name:
I have read the enclosed proposal and have had an opportunity to discuss it if 
necessary with the researcher(s) involved
I agree that the service can support this research
signed______________ _____________ _______ ___________________
date
HEAD OF DEPARTMENT 
Name . ; v _ \  \
I have read the enclosed proposal and have had an opportunity to discuss it if 
necessary with the researcher(s) involved
I agree that the department can support this research
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NHS TRUST 3b
RESEARCH STEERING GROUP PROJECT FEEDBACK 
Project Title:
A survey of the attitudes of community mental health team (CMHT) members 
towards clients with a personality disorder
> Psych D student (Surrey Univ.),, Hospital
The Topic (relevance to Trust annual plan/objectives)
The project could provide useful data for a proposal which is currently being drafted 
for a service for people with borderline personality disorder.
Service Issues (capacity to run the project, fit with other projects going on)
has signed the proposal and is part of the working group for the new 
service proposal. As suggested at the meeting, you may want to work closely with 
that group to avoid duplication of data and enhance the outcomes for both projects
A signed project screening form is needed from the head of service.
The people involved in the Project (sufficient experience to carry out the 
project, academic supervision, consumer participation)
As discussed at the meeting, you will need to rewrite the consumer involvement 
section of your proposal to reflect a more straightforward/simple approach of gaining 
their views.
You have agreed to supply written evidence of the project aO having been passed at 
the University and b) that the questionnaire is acceptable to them.
Quality of the research proposal (design issues, sufficient sample size)
6 You need to define what you mean by personality disorder, both in the
questionnaire and in the proposal • v /
• You should state in the proposal who will be in the pilot sample u/ /
• Questions should be added to the questionnaire which afford the opportunity 
for respondents to report positive experiences of working with people with /  
personality disorder
• The language in the proposal similarly needs changing to provide a more
balanced view ___________
Conclusion:
The project can be approved on receipt by of a satisfactory
revised proposal.
2
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RESEARCH PROPOSAL:
A SURVEY OF THE ATTITUDES OF COMMUNITY MENTAL HEALTH 
TEAM (CMHT) MEMBERS TOWARDS CLIENTS WITH A PERSONALITY 
DISORDER
Lydia Stone -  Trainee Clinical Psychologist, Psychology Department, University o f  
Surrey, Guildford
Supervised by -  Consultant Clinical Psychologist
Abstract: This project aims to survey the attitudes o f CMHT staff towards clients 
with Personality Disorder. Two previous studies concerning Personality Disorder 
made by psychologists working in have made recommendations about the
care and treatment of people with Personality Disorder. In order to further guide and 
focus service development it seems important to explore CMHT staff experiences and 
attitudes about Personality Disorder. It is planned that a questionnaire will be 
constructed to send to all CMHT members in the Trust. Specifically, it will ask 
questions about staff perceptions o f the prevalence o f Personality Disorder, 
understanding o f the features o f Personality Disorder, difficulties encountered in 
working with this client group, staff confidence, knowledge, and ideas for improving 
their work. The results w ill be analysed mainly in terms o f descriptive statistics.
Research Question. What perceptions do staff members o f CMHTs have o f the 
concept o f Personality Disorder (such as prevalence and typical features) and o f  
working with clients with Personality Disorder (such as difficulties, confidence, and 
opportunities for improvements)?
Hypothesis: Most staff: (1) find clients with Personality Disorder stressful and 
demanding to care for; (2) are unclear about clinically-presenting features specifically  
associated with Personality Disorder; (3) often feel undermined in their work with 
people with Personality Disorder, leaving them with low confidence in their own  
effectiveness and knowledge regarding caring for this client group; (4) have specific  
ideas for improving the service4hat could be provided for this client group.
Background Information: Personality Disorders describe a spectrum o f people who  
have long-standing difficulties in relating to other people and who experience 
significant distress in their everyday functioning. Individuals with Personality 
Disorder can exhibit self-harming and extremely challenging behaviour, which 
professionals can find stressful and difficult to manage (Norton & Dolan, 1995). A  
previous study of attitudes o f nurses on an acute ward within this trust identified such 
difficulties with respect to patients with Personality Disorder (Grixti, 1999). 
However, it is not clear to what extent these findings can be generalised to CMHT  
staff. Further, this study did not specifically address staff understanding o f the 
concept o f Personality Disorder. Staff within this Trust’s CMHTs seem to be aware 
of the term Personality Disorder, and this often appears to be associated with clients 
who present more demands, but the extent o f staff knowledge and understanding o f  
Personality Disorder traits and how this might affect their work with clients is not 
known.
»
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The notion o f Personality Disorder has recently been much debated amongst 
psychologists, particularly in the context o f the Mental Health Act Reform (Pilgrim & 
Hewitt, 2001). Given that psychologists m ostly work within multi-disciplinary 
settings in the NHS, it seems important to understand other professionals’ thinking 
about this client group also.
Tyrer et al. (2000) suggested that assessment o f  personality status was important for 
the delivery o f psychiatric services; M iller and Davenport (1996) found that, after an 
education programme, increased knowledge about Personality Disorder related to 
improved attitudes o f nurses working on inpatient wards. A consultant Clinical 
Psychologist in the psychology department had recently compiled a discussion paper 
on the care and treatment o f people with Personality Disorder, which incorporated a 
review of some relevant literature and considered points from members o f the 
psychology department. This made several recommendations, including: co ­
ordinating the use o f existing staff skills and interests; using training, supervision, and 
support networks to improve services; agreeing a common language and strategy o f  
care across Trust; acknowledging the role o f the CMHT in the care o f people with 
Personality Disorder. Exploring staff attitudes to Personality Disorder therefore seems 
important to consider how these recommendations can be specifically linked to areas 
o f strengths and difficulties within CMHT work with clients with Personality 
Disorder, and to staff opinion about support and training.
Design: A questionnaire survey o f CMHT staff attitudes to Personality Disorder. A  
telephone call will be made to CMHT Managers to discuss the project and prepare for 
arrival o f a questionnaire. This questionnaire w ill then be distributed by one o f  2 
methods: personally given to members o f CMHTs where researcher is on placement; 
or sent by post to other CMHTs. An envelope w ill be provided for return. The 
questionnaires will be numbered to enable estimates o f response rate from each 
CMHT, so that a follow-up phone call and 2nd mail shot can be carried out if  
necessary.
The questionnaire will consist o f closed questions and Likert rating scales, and ask 
about: perception o f the prevalence o f Personality Disorder in the service; 
understanding o f the features associated with Personality Disorder; difficulties 
encountered in working with this client group; confidence; knowledge; suggestions 
for improving own work and overall services. The responder’s professions w ill also 
be asked. It is intended that construction of the questionnaire items will be informed 
by discussion with the field supervisor, communication with a user group (to consider 
consumer perspectives), and literature about staff interactions with clients with 
Personality Disorder.
The researcher plans to pilot the questionnaire with staff from the psychology  
department and day hospital at Horsham before sending it out to all CMHTs. The 
questionnaire pack will include a cover sheet explaining the purpose o f the research, 
statement about confidentiality, the questionnaire itself, and an envelope to send back 
to the researcher.
Sample: Community staff of various disciplines (Community Psychiatric Nurses, 
Psychiatrists, Psychologists, Social Workers, Support Workers) who work with
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people with mental health problems will be sampled from the population o f CMHT 
staff across the 5 localities o f the Trust. Thus, o f approximately 75 individuals, with a 
response rate of 40% for a postal survey, it is anticipated that the sample size will be 
o f about 30. This may be increased by a second mail shot. Generalising the results o f 
the survey will depend on the proportions o f staff o f different disciplines who 
respond.
Data Analysis: This is anticipated to be in terms o f descriptive and correlation 
statistics. Computer SPSS software will be used to facilitate analysis. With a postal 
survey, incomplete data may be a problem, but the implications o f this for data 
analysis will depend on the number o f responders.
Timetable: Questionnaire piloted -  late January
Questionnaire sent -  February 
Data analysis -  March 
Research report prepared -  April
Potential Implications: Given the current interest in Personality Disorder, and the 
demands this client group seems to present for staff, it is hoped this project will 
provide useful information to guide service development. By revealing areas o f  
confidence and resources, as well as difficulties and misperceptions, and getting staff 
opinion about improving their work with this client group, there will be opportunity to 
make specific recommendations about staff support and training. This w ill be 
communicated to CMHT staff through a presentation o f the project results. The 
generalisability o f the research results w ill depend on the response rates, and any 
patterns o f results across the different CMHTs. Costs o f copying the questionnaire 
and sending it to CMHTs will be met by the researcher’s project budget from Surrey 
University.
Ethical Considerations: Consumer involvem ent w ill be sought through contact with 
Capital Project and Mind, to obtain service-user opinion about the questionnaire to be 
used in this study, and ensure that questions are posed in a constructive and sensitive 
way, given the negative connotations that a label o f Personality Disorder can have. 
The questionnaire w ill have a covering letter, which will clarify that results will not 
have a role in any personal staff evaluation and emphasize confidentiality. The time 
involved to complete the questionnaire will also be acknowledged both in the letter, 
and in the phone call to CMHT managers.
Signature of Researcher:
Signature of Supervisor:
Date:
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Please complete the enclosed questionnaire, regarding 
those individuals on your clinical caseload, which have 
been diagnosed or are considered to have a Personality 
disorder.
, who is a Psychology student based with the 
Psychology department, has designed the 
questionnaire. The information collated will be used to 
support a service proposal for this client group and will be 
included in .. research project analysis.
The questionnaire is being sent out Trustwide and is 
anonymous, therefore all information collected will be 
confidential.
P lease return your completed questionnaires to: '
or
, Psychology Department, " -J  Hospital by
Thank you for your assistance
Mental Health Development Facilitator
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Timeline of Methodological Procedures
17 January Research & Developm ent Committee meeting. Research proposal 
th presented, discussed, and accepted subject to certain alterations.
28 January Alterations made to research proposal and sent to Research & 
Development Committee Co-ordinator.
30 January Letter from Research & Development Committee Co-ordinator
confirming acceptance o f  research proposal. E-mail sent from Surrey 
University confirming monitoring and supervision o f  project to 
Research & Developm ent Committee Co-ordinator.
31 January Meeting between psychologist leading working party on Personality
Disorders and CMHT managers about joint project.
*th ^ e >^ruary 4  questionnaires distributed for piloting by author.
4 th February Memo including pilot-stage questionnaires sent to all CMHTs.
7 February 4  pilot questionnaires returned and respondents interviewed for 
feedback.
Author receives m em o concerning distribution o f  questionnaires to 
CMHTs. Phone call to psychologist leading working party on 
Personality Disorders to explain miscommunication (that pilot, not 
final-version, questionnaires sent out). D SM -IV  definition o f 
Personality Disorder faxed.
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. r \  ;x\. x ' NHS Trust
Directorate of Professional Standards
MEMORANDUM
Date: 8th February 2002
From: cc:
Mental Health Development Facilitator
Re: Definition -  Personality Disorder Questionnaire
Following the distribution of the above questionnaire, I am sending to you the definition 
(DSM-IV) of the client group it relates to:
DSM-IV, Personality Disorder is defined as an enduring pattern of inner experience and 
behaviour that deviates markedly from the expectations of the individual’s culture, is 
pervasive and inflexible, is stable overtime, and leads to significant distress or 
impairment of functioning.
I hope this clarifies any questions the questionnaire may have raised.
Regards
Mental Health Development Facilitator
Enc:
M em oPersonalityDis.Q uestionnaire
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' •: f  î ' Jr ••
7,h March 2002
Dear
Please could you distribute the enclosed reminders about the Questionnaire on 
Personality Disorder to all CMHT members.
We have already received back a number o f completed questionnaires. However, it is 
important to try to get the most representative sample o f  staff opinion possible. 
Therefore I would very much appreciate it if  you could please remind CMHT 
members about the questionnaire, and encourage them to complete it. I enclose a 
further copy which can be photocopied and distributed in case o f mislaid 
questionnaires.
The dim ofqollebting this information is to better understand staff experience of 
Personality Disorder, the difficulties and resources they have, and what ideas 
ihere are about service ^ developm ents.Further/ the information from the 
questionnaire will be used to" support a  Trust service proposal specifically for this 
chentgroup. ' :  ' % - . , - ^
Thank you for your continuing help and the time taken to fill out the questionnaires. 
Please do not hesitate to get in touch if you have any queries. I can be contacted 
by telephone Wednesday to Friday at ‘ on (ext. ), by post,
or otherwise my e-mail address is  _______  *
Yours sincerely.
Trainee Clinical Psychologist
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to have your say about personality 
disorders:
* How you feel
* How you would like to be helped 
in your work with this client group
Your viesps are ne’eded  — the 1nrust is
interesteci in every clinician s opinion!
Please complete the Questionnaire on Personality 
Disorder and return to at '
Psychology Department as soon as possible.
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Scoring system of categories derived from respondents’ answers to 
open questions
Question 2. What features/problems do clients with Personality Disorder most 
comm only present with?
Category Examples o f  responses
Manipulative Manipulative; lying; attention-seeking; 
splitting.
Engagement problems Engagement problems; dependency; distrust; 
non-attendance.
Self-harm Self-harm; deliberate self-harm; suicidal 
behaviour.
Impulsivity Impulsive; impulsive behaviour.
Instability Instability; unstable; inconsistent; chaotic 
lifestyle.
Anxiety Anxiety; panic; OCD.
Relationship problems Relationship, social, communication 
difficulties; problems forming relationships.
Risk/aggression Aggression; aggressive behaviour; anger; 
violent outbursts.
Affectivity M ood instability/fluctuation; depression.
Other Alcohol abuse; voices; behaviour problems; 
low frustration tolerance.
Question 3a. What features o f working with clients with Personality Disorder 
specifically are most demanding for you?
Category Examples o f  responses
Manipulative Manipulative; attention-seeking; relentless 
demands.
Engagement problems Engagement; inconsistent contacts.
Self-harm Deliberate, increasing self-harm.
Impulsivity Impulsive behaviours.
Instability Instability; chaos; volatile.
Slow progress Time consuming; slow improvements; lack of 
progress.
Tiring/stressful Tiring; stress.
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Comorbid problems Comorbidity; substance misuse.
Risk/aggression Aggression; risk; intimidation; verbal abuse.
Lack of resources Insufficient services, multi-disciplinary work.
Other Trying to get them to believe in themselves; 
not an illness; colleagues identify me with 
client.
Question 3b. What features o f working with clients with Personality Disorder
specifically are particularly stimulating1 or rewarding for you?
Categories Examples of responses
Increased trust Building trust; increased mutual respect.
Intellectual interest Makes me think; interesting people.
Building personal relationship Building a relationship; establishing 
therapeutic rapport.
Challenging Challenges my skills; stretches me.
Building coping skills Building survival skills; using coping 
techniques.
Small changes Helping make small changes; achieving goals 
set.
Team work Team work; team coherence.
Containment Containment; stability.
Reducing self-harm Reducing self-harm.
None/Not sure K- Nothing; none; not sure; ?
Other When they turn up; shift in negative bias; 
being thanked; showing insight.
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Supplementary analysis of data from question 4.
As part o f the exploratory nature o f the data analysis, some consideration o f staff 
sense o f their own capabilities when working with individuals with Personality 
Disorder and how this might relate to their training or supervision interests was 
undertaken. Non-parametric tests were used due to the relatively small sample size  
and nature o f the scales.
Correlational analyses were undertaken o f the confident, knowledgeable, and 
effective scales. Table A  shows that all three constructs were significantly correlated. 
Although there may be a degree o f overlap in the meaning o f each scale, it is still 
notable that confidence is particularly associated with a sense o f knowledge about the 
client group, which indicates a role for ongoing training.
Scale Confident Knowledgeable
Knowledgeable 0.833*
Effective 0.671* 0.540*
Table A. Spearman’s rho correlation coefficients for confident, knowledgeable, and 
effective scales from question 4  o f the Personality Disorder Questionnaire.
* Correlation significant at the 0.01 level (2-tailed).
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West Sussex Health and Social Care
NHS Trust
MH/as
4 September 2002 
Lydia Stone
Dear Lydia
Thank you so much for the presentation you made to the Department and other 
CMHT staff on your service-related research. Your presentation was clear and 
interesting and will be part o f  the information base which informs us in dealing with 
Personality Disorder clients.
All the best with the rest o f  your studies.
Yours sincerely
Consultant Clinical Psychologist
cc University o f Surrey -  Department o f  Clinical Psychology
INVESTORS IN PEOPLE Chairman Glynn Jones Chief Executive Lisa Rodrigues
Qualitative Research
Trainee Clinical Psychologists ’ 
Experiences And Expectations O f A 
Reflective-Practitioner Group: A 
Qualitative Study Using 
Co-operative Enquiry
May 2003 
Year 2
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1. Introduction
Clinical psychologists “should recognise the value o f attending to their personal 
development needs, since personal and professional development often go hand in 
hand (p.30, British Psychological Society, 1995). Hopefully, this awareness can 
begin in training. As part o f their working contract, trainee clinical psychologists at 
Surrey University are expected to attend a reflective-practitioner group (RPG) in 
order to aid professional development (University o f Surrey, 2001). This is a closed  
group, held fortnightly for IV z hours, with an external facilitator. As well as personal 
development, there are other potential benefits o f such groups; for example, best 
practice in teaching about group processes emphasizes using group experiential 
methods (Hensley, 2002), and staff consultation groups in mental health settings are 
used to promote the quality and depth o f work (Rifkind, 1995).
Previous qualitative research on group experiences has focused predominantly on 
therapeutic groups. However, one study explored how group experiences influenced 
students in their preparation as counsellors (Kline, Falbaum, Pope, Hargraves & 
Hundley, 1997). After initial anxiety students reported several benefits in terms o f  
personal skills. Other literature acknowledges the anxiety engendered in group 
membership as well as positive experiences (Hensley, 2002).
Personal experiences within^ the RPG prompted a group o f trainee clinical 
psychologists to undertake this research into trainees’ experiences o f the RPG. 
Several members o f the research group had expressed curiosity about the purpose o f  
the group and how it was used by trainees. Personally, I felt that thoughts and 
opinions about the RPG had not so far been clearly expressed. As this was a formal 
part o f our training, it seemed important to explore how trainees understood it. 
Further, reaching such an understanding seemed particularly pertinent, given that we  
might be involved in group work in our future practice as clinical psychologists.
The broad understanding seemed to be that the Surrey RPG aimed at ‘personal 
development’ through the experience o f group membership. However, personal 
development is generally a poorly articulated concept (Donati & Watts, 2000).
1 7 4
Qualitative Research
Takeda, Marchel & Gradis (2002) discuss ‘reflective-practice’ more specifically in 
the field o f counselling. Reflective-practice allows clinicians to critically examine the 
knowledge, values and beliefs that affect their practice, and apply this to their actions. 
This is often learned in a group setting, with guided activities to develop critical 
reflection, since these skills are not automatic and require teaching. Despite the name 
of our RPG, it was not actually clear what type o f group it was. It was not consistent 
with reflective-practice as outlined by Takeda et al., and neither was it ‘therapy’21, 
which meant that it was difficult to locate and describe our group within the literature. 
This, together with the general paucity o f literature on group experiences for 
clinicians training in the field o f mental health, further contributed to our motivations 
to carry out an exploratory study into trainees’ experiences and expectations o f the 
RPG.
As much o f the motivational force for undertaking this research stemmed from our 
group members’ personal experiences, we felt w e could use ourselves as sources o f  
information on the subject. Using group co-operative inquiry, in which research 
becomes more participative and involves a shift to critical subjectivity (Reason, 
1994), seemed particularly well suited to this study for two reasons22. Not only did 
the notion o f ‘critical subjectivity’ seem  consistent with the philosophy o f the RPG, 
but using group processes to elicit data about RPG processes also appeared highly  
suitable.
2. Method
2.1 Methodological Approach
Owing to the relative lack of literature on participants’ experiences in groups for 
clinicians and therapists-in-training, our study had an exploratory nature. This, 
together with one aim o f the research being to look at group processes occurring in 
the RPG, indicated using a focus group. Focus groups use group interaction to 
produce data and yield insights that are thought to be less accessible without such
21 But see Appendix 3, under ‘W eek 9, Point 6'.
There were also other advantages to this approach (see M ethod section).
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interaction (Morgan* 1997), and therefore appear to serve research into group 
processes especially well.
Since the RPG is a closed and confidential group, it was clear that creating a sub­
group for research should be done sensitively and with minimal disruption to the RPG  
as a whole. In deciding to undertake this research, we were already a subset o f the 
RPG and it therefore seemed appropriate to use ourselves as participants. As well as 
having equivalent experience o f the RPG to any other members, our commitment to 
explore the research questions and personal motivations pointed to the benefits of 
adopting this co-operative inquiry approach. Co-operative inquiry (Reason, 1994) 
occurs when all those involved contribute both to research planning, interpretation 
and the action which is the subject o f the research.
2.2 Participants
The focus group consisted o f eight second-year trainee clinical psychologists, all 
members o f both their cohort s RPG and the research group conducting the study. 
Two were male, six female; ages ranged from 25 to 32 years (mean=27.25, sd=2.31); 
four members identified themselves as white British, three as white English, and one 
as white other; all had completed first degrees, one had a master’s degree, and one a 
PhD. Confidentiality o f the participants was maintained through anonymising the 
transcript.
2.3 Procedure
The focus group was conducted over IV i hours at the university where the 
participants training course and RPG were run. A ‘less-structured’ approach without 
using a strong pre-existing agenda was used (Morgan, 1997) as it was felt participants 
were interested enough to maintain a lively discussion independently, and further that 
a strict agenda of questions might hamper developments o f insight. Thus discussion  
was simply guided using four key topic areas, previously identified as important to 
answering the research question (appendix 1). Discussion was contained within this 
framework through group members’ roles (see below).
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The group was facilitated through self-management (Morgan, 1997). Different roles 
concerning either the process or content o f the discussion had been identified and 
randomly allocated (before the focus group) to different group members (appendix 3). 
Ground rules were negotiated at the start o f the discussion23. As time went on, roles 
became more fluid as all took responsibility for facilitating the focus group. The 
focus group was recorded on video, and transcribed verbatim.
2.4 A nalytic A pproach
The data were analysed using Interpretative Phenomenological Analysis (IPA) 
(Smith, Jarman & Osborn, 1999). TP A represents data through an interaction 
between participants’ accounts and the researcher’s interpretative frameworks’ (p. 27, 
Coyle & Rafalin, 2000) ie. it uses the p h e n o m e n a  present in the material participants 
produce and also the researcher’s own i n t e r p r e t a t i v e  conceptions about the material.
Having transcribed the focus group video as a group (by splitting it into equal 
sections, one for each researcher -  appendix 2), each person familiarised themselves 
with the entire transcript by repeatedly reading through it several times (Coyle, 2003). 
Analysis took place through group meetings, according to the follow ing procedure:
1. Making initial comments, such as summaries, associations about the data;
2. Drawing out broad themes from these preliminary comments;
3. Grouping relevant themes into categories that reflected shared aspects o f  
participants’ experiences;
4. Linking categories o f themes in an attempt to produce a more holistic picture 
o f the data.
These were m ostly a reinforcement o f  principles reflected in the allocated roles, for exam ple, not 
interrupting, respect for each others’ opinions, maintaining the R PG 's confidentiality in not speaking  
about personal issues raised there etc.
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2.5 Methodological Issues
The aim o f IPA is to produce an analytic account o f participants’ experiences and 
meaning-making, using prior knowledge and theory where appropriate (Coyle & 
Rafalin, 2000). Thus such analysis has a strong subjective component. Given our 
increased subjective involvement due to our participant-researcher status, we were 
concerned to prevent our dual roles affecting the clarity o f the data24. To reduce 
contaminating or priming either data-production or analysis with pre-existing 
theoretical or research literature, w e tried to keep preparatory reading limited to 
methodological literature. O f course, personal prior knowledge could not be 
separated in this way. However, we hoped to strengthen the persuasiveness o f  
interpretations and allow transparency o f our analytic procedures by ‘grounding in 
exam ples’ (Elliott, Fischer & Rennie, 1999) o f our experiences as RPG members, 
more than as well-read researchers.
Care was taken at each stage to ensure the analytic process was evidenced by the data. 
It is important to acknowledge that as analysis occurred sequentially, we were 
probably oriented to certain aspects and ideas in the latter sections o f the transcript. 
However, by continuing the analytic process as a group, ideas about the data were 
verbally articulated and thus interpretations could be scrutinised more critically for 
clarification (Smith et al., 1999).
24 The negotiation o f  this duality may be fo llow ed  through the process diary -  appendix 3.
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3. Analysis
Categories Key constituent themes
P u r p o s e Searching for a purpose 
Hidden/higher meaning 
Different views o f purpose 
Covert rules
Impact o f focus group on RPG purpose
P o w e r Powerlessness/lack o f control 
Fear o f evaluation 
Fear o f group’s size 
Power of facilitator 
Insecurity/uncertainty
P r o c e s s e s Cohesion/group interactions 
Isolation
Judging the facilitator 
Silence
Assuming roles 
Agency for change
Table 1. Categories o f key themes which emerged from the focus group discussion -  
see appendix 4 for illustration of T ow er’ and ‘Processes’ categories.
This section presents the key themes which emerged from IPA o f the data. There 
were three main categories o f themes, and these are outlined in table 1. A ll three 
categories are briefly discussed, but the first, ‘P u r p o s e ’, is presented in detail, as it 
appeared to encapsulate a central organizing construct through which participants 
reflected their experiences and expectations of the RPG. Examples from the 
discussion illustrate each theme. Parentheses indicate omitted material, underlined 
words indicate material added for clarification, whilst ellipsis points ( .. . .)  indicate a 
pause in speech.
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3.1 Purpose
The purpose o f the group was the starting topic for the focus group, but then extended 
to permeate the entire discussion. The overarching concern was the inconsistency and 
lack o f a clear understanding of the purpose o f the group.
(i) Searching for a purpose
Focus group participants reported uncertainty about the RPG and what it was for, and 
continually made attempts to make som e sense o f it together.
“ . . . N o b o d y ' s  e v e r  s a i d  th i s  is , th i s  i s  w h a t  w e ' r e  g o in g  to  b e  d o in g .  " ( P I ,  1 9 7 - 1 9 8 )
“ S o  a r e  y o u  s a y i n g  ( )  th a t  n o w  th e  p u r p o s e  o f  th e  g r o u p  c h a n g e s  (  )  ? ”
( in  r e s p o n s e )  “1 s t i l l  d o n ' t  k n o w  r e a l l y . .. " ( P 2  &  P 3 ,  2 0 6 - 2 1 0 )
“I t ' s  n o t  s u p p o s e d  to  b e  a  t h e r a p y . . . i t ’s  a  b i t  w e i r d ,  i t  d o e s n ’t  r e a l l y  f i t .  ” ( P 8 ,  2 1 8 8 -  
2739)
(ii) Hidden/higher meaning
Further, whilst individuals were themselves uncertain, they felt there w a s  a real and 
objective purpose that existed, but was hidden to them.
g e t  th e  f e e l i n g  t h a t ’s  n o t  th e  p u r p o s e ,  t h a t ' s  m o r e  w h a t  w e  u s e  i f  f o r  a s  o p p o s e d  
to  w h a t  i t ' s  m e a n t  f o r .  ” ( P I ,  2 1 9 - 2 2 0 )
This hidden purpose was sometimes located with the course, the facilitator, or with 
other RPG members.
“ . . . W e  s h o u l d  m a k e  th e  m o s t  o f  w h a t  i t  i s  a n d  w h a t e v e r  th e y  th e  c o u r s e  s a w  f o r  a s  a  
p u r p o s e ,  t h a t ' s  th e i r  a r e a . . .  ” (P 5 , 5 0 1 - 5 0 2 )
“ . . . W e  a r e  n o t  s u r e  w h a t  th e  g r o u p  is , w h e r e a s  s h e  ( th e  f a c i l i t a t o r )  i s  p r o b a b l y ,  in  
c o n tr a s t ,  q u i t e  c l e a r . . . . ” (P 6 ,  2 2 1 2 - 2 2 1 3 )
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“ ■ ••D o y o u  th in k  th a t  th e r e  a r e  c e r t a in  p e o p l e  in  th e  g r o u p  th a t  (  )  t h e y ' v e  g o t  a  b e t t e r  
i d e a  o f  w h a t  ( ) th e  p u r p o s e  o f  th e  g r o u p  i s ? ” ( P I ,  7 7 8 - 7 8 0 )
(iii) Different views o f purpose
Despite the uncertainty, individuals acknowledged that there were different ideas 
about purpose within the RPG. This was illustrated in the data in two ways. 
Individuals discussed previously having had particular, but different, ideas about their 
expectations o f the group’s purpose, and these are set out in table 2. Further, the 
variation in such opinions across people was also explicitly stated:
“ • • •A ll  2 4  p e o p l e  h a v e  d i f f e r in g  i d e a s  a b o u t  w h a t  i t  is . I t  m a k e s  i t  v e r y  d i f f ic u l t  f o r  i t  
to  h a v e  a  p u r p o s e . . . ” ( P 8 ,  3 0 5 - 3 0 6 )
“ . . . W e  d o n t  n e c e s s a r i l y  a l l  r e c o g n i z e  th e  s a m e  p u r p o s e . . .  ” ( P I ,  2 1 0 8 - 2 1 0 9 )
(iv) Covert rules
Consistent with the implication that there was a hidden purpose to the RPG, 
individuals felt there were covert rules governing the group’s purpose and how  
members used it.
“S o  y o u ' r e  s a y in g  th e r e  a r e  th in g s  t h a t  s h o u l d n ' t  b e  d i s c u s s e d . . .  ” (P 7 ,  1 6 2 7 - 1 6 2 8 )
“I  f e e l  w e  a r e  n o t  a l l o w e d  (  )  y o u  h a v e n ' t  b e e n  g iv e n  p e r m i s s i o n  to  d o  th a t .  ” ( P 6 ,  
2330-2337)
“ . . .W h y  d i d  I  e v e r  t a lk  a b o u t  th a t  b e c a u s e  i t  s e e m s  r e a l l y  l ik e  o f f  w h a t  th e  r e s t  o f  th e  
g r o u p  h a s  b e e n  s in c e  th e n  (  )  m a y b e  I  s h o u l d n ’t  h a v e  m e n t io n e d  i t ” ( P 5 , 1 5 2 3 - 1 5 2 5 )
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G roup purpose Individual’s statem ent in data
Support group “/  th in k  i t  m ig h t  h a v e  b e e n  a  s u p p o r t  g r o u p "  (P 4 ,  1 6 )  
I  th in k  I  th o u g h t  i t  w o u l d  b e  a  s m a l l  s u p p o r t  g r o u p  
t y p e  g r o u p . . . "  (P 5 ,  9 7 )
Therapy ‘7  th o u g h t  i t  w a s  g o i n g  to  b e  m o r e  l ik e ,  l ik e  th a t  b u t  
a  b i t  m o r e  l ik e  t h e r a p y  (  )  t h a t ’s  w h a t  1 s t a r t e d  o f f  
th in k in g . . .  ” ( P 3 ,  4 2 - 4 8 )
. . . I  h a d  th e s e  i d e a s  th a t  (  )  t h e y ’d  b e  l o t s  o f  p e o p l e  
in  t e a r s  a n d  g r o u p  h u g s  a n d  s t u f f . ..  ’’ ( P 8 ,  5 0 - 5 2 )
Group supervision I  th o u g h t  i t  w a s  g o i n g  to  b e  a l m o s t  l ik e  a  g r o u p  
s u p e r v i s i o n ” ( P I ,  6 5 )
I  th o u g h t  i t  w a s  g o i n g  to  b e  m o r e  (  )  b r i n g in g  c a s e s  
th a t  y o u  w a n t e d  to  d i s c u s s  (  )  m o r e  s o r t  o f  
p r e s e n t a t i o n s . . . ” (P 6 ,  7 4 - 7 8 )
Personal/experiential “I ’d  e n v i s a g e d  i t  w o u l d  b e  m o r e  p e r s o n a l  b u t  I  th in k  
I  r e a l i s e d  th a t  i t  c a n ’t  b e  l ik e  t h a t ” (P 5 ,  1 0 1 - 1 0 2 )
“ . . . I  th in k  b a c k  t o  o n e  o f  th e  p u r p o s e s  i s  a c t u a l l y  e r  
p e r s o n a l  d e v e l o p m e n t  f o r  m e ."  (P 2 ,  1 1 7 5 - 1 1 7 6 )
Professional development
“I  w a s  w o n d e r in g  i f  th e r e  w a s  g o i n g  to  b e  a  p a r t  o f  i t  
th a t  w a s  a b o u t . . .u m ,  h o w  w e  r e l a t e  to  o t h e r  
p r o f e s s i o n s . . . "  (P 7 ,  1 5 1 - 1 5 2 )
. . .S o m e  b i t s  o f  th a t  w e r e  t o u c h e d  o n  (  )  h o w  y o u ’r e  
s e e n  a s  a  t r a i n e e . . .  ” (P 8 ,  1 6 6 - 1 6 7 )
Table 2. The range o f types of group purpose participants had previously expected  
for the RPG.
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(v) Impact o f the focus group on RPG purpose
Interestingly, participants felt that the very concept o f the research and focus group 
might influence understanding the RPG’s purpose.
“ . . .S i n c e  w e ’v e  s t a r t e d  t a l k in g  a b o u t  th i s  ( th e  r e s e a r c h ) , o n e  w e e k  w e  d i d  s p e n d  a  
p e r i o d  o f  t im e  ( )  th in k in g  a b o u t  th e  g r o u p  a n d  w h a t  i t ’s  a b o u t . . . ” (P 5 ,  4 8 7 - 4 8 9 )
“I  h a v e  a c tu a l l y  f e l t  th a t  th i s  l i t t l e  f o c u s  g r o u p  ( )  I  h a v e  b e e n  a b l e  to  s e e  i t  ( th e  R P G )  
in  a  m o r e  p o s i t i v e  l i g h t  (  )  i t  d o e s  s e r v e  a  c e r ta in  p u r p o s e .  " ( P I ,  2 4 1 8 - 2 4 2 7 )
3.2 Power
Concepts related to power and more often to powerlessness similarly pervaded the 
discussion. Powerlessness was related to both individual and group issues (appendix 
4), however powerlessness as a function o f the group’s size is illustrated here:
“I ’d  e n v i s a g e d  i t  w o u l d  b e  a  m o r e  p e r s o n a l  b u t  I  th in k  I  r e a l i s e d  th a t  i t  c a n ’t  b e  l i k e  
t h a t  b e c a u s e  t h e r e ’s  to o  m a n y  o f  u s . ” (P 5 ,  1 0 1 - 1 0 2 )
“ . . . I t  w a s  s o  b ig  i t  f e l t  i t  w a s  a l l  th e  w a y  o v e r  th e r e  ( )  I  c a n ’t  d o  a n y th in g  a b o u t  i t ”
“I t  m a d e  m e  f e e l  tn o r e  v u ln e r a b le  b e c a u s e  o f  th e  s i z e ” (P 3 ,  1 0 7 )
3.3 Processes
As well as the feelings and meanings evoked through experiencing the RPG, certain 
processes specific to the group also emerged (appendix 4). For example, group 
silence:
“1 a m  c o m p l e t e l y  u s e d  to  th e  s i l e n c e  n o w . ” ( P 7 ,  1 3 8 2 )
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“ . . . P e o p l e ’s  s i l e n c e  ( )  i t ’s  a  k in d  o f  r e c u r r e n t  t h e m e . . .  ” (P S , 1 3 2 9 )
3.4 Linking the themes
Having been able to collapse the themes into three categories, we wondered whether 
these categories were related to one another within a broader structure. By  
considering links between categories, a tentative conceptual model o f participants’ 
experiences was drawn up -  figure \  The validity o f this model was examined by 
presenting it to the individual participants (Elliott et al., 1999; Sword, 1999) and 
discussing each person’s concurrence through personal fit. This led to some 
adaptation o f the model so that it included both polarities o f experience in each 
category (ie. both presence and absence o f experiences o f ‘purpose’, ‘power’ and 
‘processes’). This is illustrated through two different individuals’ experiences — 
figure 2 shows how experiencing a lack o f purpose can lead to powerlessness and 
negative group process experiences; figure 3 shows how experience o f owning 
purpose can lead to less powerlessness and opening up o f group processes.
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POWER PROCESS
PURPOSE
Figure 1. A framework illustrating proposed sequential links between the key 
categories o f RPG members’ experiences.
PURPOSE
P8 . .W hether this is 
appropriate to talk a b ou t...”
POWER
P 3 “ ...Som eth ing  to do 
with the size o f  the group 
m ade m e feel a bit quakey”
PROCESS
P3 “ ...T h en  you get this 
silence ( ) falls into a 
ch a sm ...”
F igure 2. Using data examples from conversation between P3 and P8 (536-555) to 
show how the framework may hold for individuals who are uncertain and still
searching for purpose.
PURPOSE
P5 “W e should just go with 
what w e want to, a purpose 
could ch a n g e ...”
POWER
P 5“.. .I  don’t feel
concerned at a l l . . .” -g w
P 6 “ .. .It might be safer.. . ”
^  ----- ►
PROCESS
P5 “ ...T h is  can w ill help the 
group to sh ift ...”
P6 “ .. .It might be easier ( ) for 
people to talk ( ) about the 
pu rp ose ...”
Figure 3. Using data examples from conversation between P5 and P6 (503-532) to
show how the framework may hold for individuals who are not concerned with a 
search for purpose.
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4. Discussion
This study revealed the varied, intense feelings that members o f a RPG for second- 
year trainee clinical psychologists experienced. Despite this complexity, qualitative 
analysis allowed themes to emerge from the focus group data so that the meaning of 
these experiences and possible relationships between them could be explored.
As far as we know there are no studies o f these or similar types o f groups for clinical- 
psychologists-in-training. This is therefore a preliminary and exploratory study, and 
as such has limitations. The participants presented a mixed group o f representative 
trainees from within their year-group. However, it must be acknowledged that other 
factors, such as their interest in initiating the research endeavour might indicate 
important differences from others in their cohort, which could equally apply to their 
experiences o f the RPG. Thus certain experiences could be m issing from this study.
Another difference was, o f course, the participants’ dual roles as ‘researched’ and 
‘researchers’. Advantages to the researcher holding this joint status were having 
motivated and creative participants, as well as providing very personal experience o f  
one’s own research in action. This latter point is seen by some as “essential to human 
science activity” (p. 165, Reason, 1994). Advantages to the participant include 
reducing alienation from the research process and enhancing their capacity to give  
meaning to their experience (Reason, 1994). However, this dual role may have also 
blurred the boundaries in individuals’ accounts between their experiences as RPG  
members and their expectations, as researchers, o f what the data might offer. Despite 
the difficulty in separating these two roles, in being aware o f this, certain steps were 
taken to minimise potential negative effects (see process diary -  appendix 3).
Having decided to transcribe the whole discussion we had a large amount o f relatively 
complex data to analyse. Given the broad nature o f both the research question and the 
discussion guidelines, many themes arose, o f different levels o f depth and detail. 
Since IPA necessarily occurs as an interaction between participants’ accounts and the 
researcher’s subjective interpretations, this means that the superordinate categorising 
of themes and postulated links between them must be read with caution. Others might
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have organized them differently. The close relationship o f the research group with the 
data may also have limited our abilities to recognise unexpected or different issues. 
However, by undertaking analysis as a group and over several weeks, ideas could  
actually be better and more objectively articulated (Smith et al., 1999); moreover, by 
grounding in examples, it was hoped that higher themes could still be identified at the 
level o f the focus group conversation.
Subsequent to the focus group it was possible to look at how our findings related to 
other literature. The literature on group development is substantial and diverse. 
Research on processes in groups given tasks shows that fear o f negative evaluation 
and fears about interrupting another group member induces non-participation (W ilke 
& Meertens, 1994). This is consistent with our findings that powerlessness (fears 
regarding size and evaluation) affects group processes (such as non-participation ie. 
silence). More specifically with respect to therapeutic groups, it is thought that many 
individuals have fears to do with being in a group and a collective collusive defence 
may emerge, which can include falling into long silences (Whitaker, 2001). If a 
group becomes stuck in this stage it may indicate it cannot manage the group 
structure.
The experiences o f those in the focus group indicated particular resonance with 
Yalom ’s (1995) conceptualisation of psychotherapeutic group development. He 
argues that in the formative stages o f group, individuals are concerned with searching 
for a rationale for therapy, and confusion about this leads to constant questioning 
around these issues. Several sources acknowledge the anxiety, especially initially, 
that group experiences provoke (eg. Hensley, 2002). Yalom (1995) view s such 
anxiety as “a natural consequence o f being in a group situation in which one’s 
expected behaviour, group goals and relevance to one’s personal goals are 
exceedingly unclear” (p.290), and as such he sees such anxiety as unnecessary. 
Further, ambiguous group purpose may lead the group to be more defensive, less  
cohesive and less productive. The experiences o f our focus group participants appear 
to reflect Yalom ’s concepts, not only in their concern and preoccupation with the 
purpose o f the group, but also in their feelings o f powerlessness which seem ed to lead
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to silence (often a defensive strategy) and other group processes, such as judging the 
facilitator and isolation.
This is an exploratory study that is specifically located in the context o f the second 
year o f our particular cohort o f trainees, and so it is not clear how generalisable these 
findings might be to other trainee groups, either at Surrey or other training courses. 
Strategies to develop the study and evaluate its credibility might include feeding back 
to the whole RPG, repeating the study with a different cohort, and using other data 
(such as questionnaires) and qualitative approaches to triangulate the findings (Elliott 
et al., 1999). However, som e theoretical and practical implications can be discussed.
Although the RPG is not ‘group psychotherapy’, it still appeared to be going through
stages similar to those that psychotherapeutic groups experience. In addressing the
formation o f any group, Lizzio & W ilson (2001) describe a sequence o f facilitation
tasks, including clarifying outcomes and processes relating to the group’s purpose, in
order to enable the group to make an ‘effective beginning’. As concerns about the
RPG’s purpose appeared to have created anxiety and may even have hindered further
development o f the group, further clarification about the nature and purpose o f the
group both initially and through its course might be beneficial. In describing
experiential groups for counsellor students, H ensley (2002) states that reminders o f
the purpose o f the group are an important ethical consideration. Other factors, such as
minimising size (Yalom, 1995) and increasing moderator intervention (Whitaker,
2001) may also be significant in facilitating more adaptive development within the
RPG; and, further, how it contributes to learning and personal development in the 
future.
B y simultaneously occupying researcher and participant roles, there is no doubt that 
this study had a certain unique flavour. It could be argued that the strong personal 
motivations and experiences o f our researchers skewed the research. D oing the 
research at all might be seen as another formative stage in the RPG’s development. 
Interestingly, the focus group approach seem ed to mirror aspects o f the processes
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thought to be necessary for RPGs, according to Takeda et al. (2002)25. ‘Owning one’s 
perspective’ is important in guiding and evaluating qualitative research (Elliott et ah, 
1999). Despite the difficulties o f focusing on research goals when one’s own 
perspectives and individual reactions are involved, through awareness o f these 
difficulties, one’s personal feelings can actually inform the research process (Sword, 
1999).
23 T hese authors promote a structure for RPGs within which the facilitator m odels reflective-practice  
through active questioning and encouraging participants to question and answer them selves, in a 
similar way to focus group approaches.
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Appendix 1
Focus Group Discussion Topic Areas
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Focus Group Discussion Topic Areas
1. The Group’s Purpose
2. Roles in the Group
3. Recurrent Themes in the Group
4. The Theoretical Orientation o f the Group
5. Any Other Issues and Reflections on Being in the Focus Group
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Transcript of Focus Group
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1 APPENDIX 2  - TRANSCRIPTION
2
3 Video Start Time: 00:02:46
4
5 P5 : Is there a purpose to the reflective practitioner group?
6
7 GROUP SILENCE, SMILING AT EACH OTHER.
8
9 P5: LAUGHTER
10
11 PI: W ell before w e started the group did w e think there was a purpose to
12 it? (PAUSE, LOOK AT THE GROUP) Did w e know why we were
13 going to the group or was it just something on the agenda, something
14 on the timetable?
15
16 P4: I think I thought it might have been a support group, erm, you know
17 I’d experienced support groups in Jobs before and probably what I had
18 in mind.
19
20 P2: What do you mean by that type o f  group, support group?
21
22 P4: Erm ...W ell I suppose where, a group where everyone talks quite a lot
23 about particular issues and you might sort o f  decide on an agenda at the
24 beginning, i f  you’ve had a problem with a client, you know I’ve done it
25 in nursing teams essentially erm, and everyone’s usually quite fired-up
26 about it and talks erm ...
27
28 P3: Is it kind o f  problem solving so i f  you’ve had difficulties with that
29 particular situation whether it’s client or not?
30
31 P4: Erm ...
32
33 P3: Was that how it worked?
34
35 P4: Kind o f  but also not necessarily about problem solving more about,
36 letting people get all the sort o f  emotions attached to working with that
37 client out into the open really.
38
39 P8: So sort o f  a bit, maybe a bit like supervision in a w ay (P4: Y es
40 (nodding))) but sort o f  serving the same function as supervision
41
42 P3: I thought is was going to be more like, like that but a bit more like
43 therapy. (P8: mmmm). I thought that the .. .  either the group dynamics
44 or the facilitator would take more o f  a therapy role, urm, I think
45 that when I came to the first meeting o f  the group that made me quite
46 resistant to it. I haven’t got anything to be therapised about (group
47 acknowledging laughter).. .yet anyway. That’s what I started o ff
48 thinking that was all.
49
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52
53
54
^   ^think I had, erm, I had yeah I had sort o f I had these ideas that it was
51 going t0 be very very American, and they’d be lots o f people in tears
and group hugs and stuff (GROUP LAUGHTER) which erm, yeah, 
which I don’t, which yeah I err made me quite resistant didn’t really’ 
want t0. yeah, want to have to do that (LAUGHING) or have to sit and 
I don’t know then have to be present to be able to, I don’t know
56
57 TIME: 00:05:20
58
^  P4: So 11 sounds as if our, umm, expectations gave us feeling about the
y  group before we even got the group...(SOME AGREEMENT
61 SOUNDS FROM GROUP).
62
63 PI:
64
65
66
- - -r  ----------------------------------- Uiv/Jf 0.111U. VliLi.1Vu ity
° Wlth and we a11 reflect on similar experiences and how w e’ve
overcome it, so it almost like a problem solving approach. I thought it
was going t0 bo quite useful (general laughter)...but (some laughter in 
/u group).
71
72 P3:
73
Yeah similar to you C I kinda thought there was going to be, I thought, 
I had quite a positive outlook on it, outlook? Expectations o f  it before 
hand, I thought it was going to be almost like a group supervision 
where anyone who wants com es up with something they find difficulty
o n r l  i T r z *  ' « 1 1  f l  i  _ •  • i  J
Why are we all laughing?
P6: 1 bought it was going to be more bringing maybe cases, similar to
-  support group, but maybe bringing cases that you wanted to discuss
! ?  that y °u could find out how  other peers sort o f  trainees would approach
"  that case and maybe get a flip chart out and sort o f  more sort o f
presentations and a bit more active than it is
79
^  P2; th a t’s exactly how I thought and I that made m e really nervous about
having to think abqut presetting in front o f  you know 24 people (P6: 
Mmm), and having to show your work it made m e feel really anxious
81 
82
83 about that.
84
85 P6: Mmm.
86
87 P8:
88
89
90
91 P6:
92
(To P6) Did you think it was going to be much more, I mean it sounds 
like people thought it would be much more to do with what you did on 
placement rather than sort o f  academic, the academic side.
Yeah, I thought it would be more to do with our, bringing our 
placement experiences and sharing our sort o f  experiences rather than
^  maybe moaning about the (??? UNCLEAR) o f  the Course.
94
95 P8: Mmm
96
97 P5:
98
99
I think I thought it would be a small support group type group in that 
I’d experienced groups like that before and, but I thought it would be 
not only talking about client and difficult clients but also about how
\
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100 your personal life impacted on work and work on your personal life so
101 I’d envisaged it would be a more personal but I think I realised that it
102 can’t be like that because there is too many of us.
103
104 TIME: 00:07:18
105
106 P3: I think I was frightened that it was going to be like that, which I felt
107 was, it made me feel more vulnerable I think because o f  the size (P5:
108 mmm), just as you (looking at P5) were saying (P5: mmm) it didn’t,
109 it’s really not possible for it to be effective like that.
110
H I  P2* Is that is that a sense o f  sort o f  trying to expose yourself as a person is
112 that (LONG PAUSE), is that one o f  the reasons you felt worried?
113
114 P3: Yeah, it does seem  very artificial because w e’re going along once
115 every two weeks, and then at that point you suddenly have to go into
116 what are m y problems-(PAUSE)-mode, what's, you know, and, yeah,
117 and it feels artificial and unnecessary sometimes.
118
119 TIME: 00:08:04
120
121 P8: (To P3) And I think probably there’s, I think it even came up, and the
122 fact that you don’t have any choice about being there makes it seem
123 more artificial, that it’s, this is your time and you know, you have to, I
124 don’t know, and you do feel that you have to, I dunno, you have to
125 have things to talk about, and (P3: Mmm), that it’s not really (LONG
126 PAUSE), I don’t know it doesn’t seem to, it never seem s to start very
127 naturally, w ell it’s always...(LONG PAUSE)
128
129 P6: Could you say a bit more about that?
130
131 P8: I don’t know it jus^-makes-me-feel-like.. .you your, other people feel
132 sort o f  under to pressure to say something, uhm, that they m ay not’ve
133 (PAUSE), been, they m ay not’ve said otherwise (P6: Mmm (P6 & P4
134 nodding).
135
136 P5: I wonder i f  it’s interesting you saying about how it’s a bit artificial and
137 you go along and you have to, kind of, try and think about things to say
138 and that, you know, w e don’t have a choice about being there, and,
139 thinking about how that might be similar to how a client feels
140 sometimes, and they have to come along and, not all o f  them have
141 made a choice to come to therapy and, and uhm (P3: Yeah), and they
142 may feels it’s artificial that one hour a week they have to com e along
143 and talk about there problems...
144
145 P3: But m ostly their more, they’ve either been at a position where they’ve
146 wanted to come along in the past, o r ..., it’s clearer who wants them to
147 come along and w hy....(PA U SE ), I don’t know, it feels, it som ehow
148 feels even more, slightly different than that but I know what you mean
149 there is some insight into that side o f  therapy for me.
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150
151 P7: I was wondering i f  there was going to be a part o f  it that was
152 about...(PAUSE), urm, how w e relate to other professions, and what
153 our role is in terms of, uhm, the people that w e’re working with so
154 thinking a bit more in terms o f  the practitioner...
155
156 P3: Gosh that would be really interesting I hadn’t thought o f  that
157 (GENERAL AGREEMENT).
158
159 TIME: 00:10:00
160
161 P7. So I was sort o f  thinking that they’d be err, yeah quite a variety o f
162 thing that w e were talking about that they’d be an element o f  uhmm,
163 uhm, thinking about like sort of, where w e were in terms o f
164 professional development.
165
166 P8: There was sort of, som e bits o f  that were touched on a bit, in terms o f
167 what, you know, how you’re seen as a trainee, and I remember that and
168 how that makes you feel (P7: Oh yeah) and how  you think people
169 perceive you ‘cos your not (PAUSE), actually qualified, it did yeah, it
170 did get discussed a bit but not m aybe...(PA U SE ), (SOME
171 AGREEMENT) so much.
172
173 P2: Do you think that err, that that would be the purpose o f  i t . . .(PAUSE),
174 (P7: Erm ...) to reflect on ...?
175
176 P7: N o I just though it would sought-of come up, and I feel like it hasn’t. I
177 though...-! thought it would be sort o f  an on-going, yeah an on-
178 going...elem ent o f  it and ...it’s sort of, uhm, indirectly referred to
179 (PAUSE), I think.
180
181 PI: I f  you were to write, say terms o f  reference for what the, for the
182 purpose o f  the group what do you think they would be say i f  you were
183 the course director, and you were to write down terms o f  reference?
184 ‘Cos I’ve got to say I’m still unclear (LAUGHING) (SOME
185 AGREEMENT).
186
187 P3: Definitely. And it is lik e ..., talking about uhm, themes that go through
188 it, there might be a theme for a week or two or even longer than that
189 and then it w ill just disappear and it’ll take on a com pletely ... different
190 characteristic and that’s not necessarily a bad thing but it (PAUSE)
191 does make you feel that you don’t know ... what is it appropriate what
192 is it okay to bring up in the group, and also what do you feel
193 comfortable about bringing up in the group (H NO DDING ), ‘cos it
194 does so kind-of... floppy uhm.
195
196 PI: Because there isn’t a set agenda (SOME GENERAL AGREEM ENT),
197 and there’s no, nobody’s ever said this is, this is what w e ’re going to
198 be doing. There’s no lead. It’s really lead by us.
199
198
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But it’s never, w e don’t lead it ...
(INTERRUPTING) That’s because we don’t want to (LAUGHING).
So are you saying, are you saying that, uhm, that now the purpose o f  
the group changes, sort o f  fluctuates or (PAUSE), what would you say  
the purpose o f  the group is? (UNCLEAR)
I still don’t know. . .really.. .(SOME AGREEMENT)
What sort o f ...?
...and it, yeah, I think at the same time as not knowing I think it does 
fluctuate which I don’t know i f  that makes sense?
Yeah (AGREEMENT).
I, I get a feel, I get the feeling that’s not the purpose that’s more what 
w e use it for as opposed to what it’s meant for, I just feel that 
sometime it just gets used as a, as a platform for moaning about the 
course.
I completely agree with you, I think that that, that that’s m y sort o f  
experience at the moment (PI AN D P3 LAUGH, SOME 
AGREEMENT IN THE ROOM), is just people to com e in and sound 
o ff  about the course.
And more than likely that’s not the purpose that the course directors 
intended it for I’m sure (LAUGHING).
Do you think that’s bad, do you think that’s negative then that that’s 
what w e are using it for?
I think it’s a good forum but I think, I (PA U SE )... It is probably a 
good, it’s good for us to use it as that I mean it’s nice to be able to do 
but then w e can do that, in pairs or over lunch or ...
Uhm, I’m just wondering i f  it is a good forum, ‘cos you can sound o ff  
but it’s not a place where anyone can take that away because o f  
confidentiality is it?
Uhm, but but also you’re there and you’re you’re on the spot and you 
might not want to share your view s w ith ... 24 other people (SOM E  
NODDING AGREEMENT).
But on the other hand I’d, sort o f  thinking about slightly more 
positively, uhm, I do think they’ve been times w h en ... the w h o le ... 
group has, w ell not maybe absolutely everyone but, w e ’ve got a ... I
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250
251
252
253
254
255
256
257
258 P7:
259
260
261 P4:
262
263 TIM E: 00:12:58
264
265 P8: W ell I think it is quite good ‘cos you’re, because you are so isolated
266 when you’re on placement really, in terms o f  sort o f  you know you
267 don’t see people from one w eek to the next, and you don’t know, I . . .it
268 is yeah, I I’ve found it quite nice to know that people are anxious
269 about...or having problems with the same, sort o f  things as I am
270 (SOME NODDING).
271
272 P2: But one o f  the best forms o f  sort o f  defence is just to avoid or, or just
273 to avoid thinking about it, when you .. .don’t have to.
274
275 P8: Is that one o f  the best forms o f  defence?
276
277 P2: W ell, w ell maybe not the best (GENERAL LA U G H T ER )..., but but
278 certainly a good w ay for m e to, to get through it is to ...
279
280 P8: M m m ...
281
282 P3: I think it’s very difficult isn’t it, to weigh u p ... is this something that
283 really needs to be, brought out, and is it helpful to talk to everybody
284 about it, or is it one o f  those things that actually isn ’t that big but i f  I
285 bring it up, it turns into something huge (GENERAL AGREEMENT),
286 which is a b it...
287
288 P7: Yeah (GENERAL AGREEM ENT)...
289
290 P3: ...Scary and unhelpful, that’s what I’m constantly struggling with in
291 the group (GENERAL AGREEMENT), should I open m y mouth or
292 not? (GENERAL AGREEMENT) Is it worth it? (GENERAL
293 AGREEMENT)
294
295 TIM E: 00:14:58
296
297 P7: I felt occasionally like I want to talk about an issue that something that
298 everyone’s experiencing anyway and maybe it’s not something that,
felt a sense that lots o f  people in the group are, are sort o f  struggling or 
feeling a certain way, so to sort o f  have that on mass, although that’s a 
bit depressing can also be re-assuring (GENERAL AGREEMENT), 
you know, whereas on a one-to-one i f  you having sort o f  lunch with, 
one other person they might say ‘oh yeah I feel like that too’, but to 
actually hear that...(SO M E AGREEMENT) (PAUSE) lots o f  people 
are...
So do you mean it’s useful to sort o f  check out with other people how  
they’re feeling about...
.. .How they’re experiencing training...
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299 wants to be brought in, so you could be in that w ay increasing the
300 anxiety by (P6: Yeah) (SOME NODDING). ...raising it.
302 P8. Do you think it s difficult as well, considering because there are 24 o f
us> w ho have, and there’s no sort of, there is no structure as to, or no
304 agenda as to what this group, what the purpose o f  this group is,
305 everyone’s got, all 24 people have differing, differing ideas about what
306 it is - It makes it very difficult for it to have (PAUSE), a purpose I
307 think...
308
309 P6: I think 24 is a ridiculously large number (SOME AGREEMENT), and
310 I think in any organisation it wouldn’t be practical to discuss, you
311 know sort of, issues to do with work and to do with the training, in a
312 such a large size(SOM E AGREEMENT).
314 Mmm, but in m y experience, as before with support groups have been
315 a lot smaller, uhm, and that’s kind o f  been a difficulty for me, and
316 trying to put those experiences onto, to now  and I think, that’s why
317 I've had difficulty using it, because o f  the number o f  people really
318 (SOME AGREEMENT).
319
320 TIM E: 00:16:05
321
322 P2: I> I think uhm, also just going back a bit, uhm, about, uhm one really I
323 mean one good thing about the group is that it kind o f  normalises, erm,
324 kind o f  your feelings o f  anxiety a bit, but then it does, it does kind o f
323 make m e feel a bit isolated when I don’t feel anxious about some
326 things, and then it just gets into the group, and then, I can feel m yself
327 withdrawing you know, and, and (PAUSE), I think for people who
323 didn t feel anxious at certain times I think w e all you know actually
329 tend to sometimes, but, it can be quite a, quite like an isolating
330 experience to m e (ROME AGREEMENT).
332 P5: I’m wondering whether the other purposes that, o f  the group I think
333 that has been mentioned in the group and I’m  not sure who it as
334 mentioned by Sally or by one o f  us, in that, urm it’s to get an
335 experience o f  being in a group, and the group dynamics (SOME
33(> AGREEMENT). I don’t know what anyone makes o f  that?
337
333 . P3: I don’t agree with that ‘cos I personally, am not a particularly
339 experienced therapist but I would never run a group with 24 people
34  ^ (SOME AGREEM ENT). So I don’t think it is a very good experience
341 actually.
342
343 p I- I m just, kind of, added to that, that is the purpose to carry it on for
344 three years (GENERAL LAUGHTER). I’m experienced enough it’s
345 okay.
346
347 P8. Do you think, I sort o f  feel like it s sort of, which I know has com e up
348 m the group, that it’s a bit like, because w e’re the only (PAUSE),
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395 P7:
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397 P2:
398
w e re the only sort o f  profession with, you know, unlike counselling 
psychology or like psychotherapy we don’t have therapy, and although 
it’s not supposed to be therapy it’s like, it’s their w ay of, I don’t know, 
o f  sort o f  i f  giving you, ‘oh here’s some time that you can, you know, 
i f  you have problems you can, you know you can sort o f  talk about it’, 
and it’s a bit lik e ...
It’s a pacifier?
Yeah I think they just, I don’t know I feel a bit lik e ...
In your face.
.. .  well there you are, and you can, this is the time, you have a 
facilitator and you can do what you want, you can use it how you 
want, and that s sort o f  what you get instead, because that’s, that’s 
what we can afford’, you know what I mean, and I think that’s a bit o f  
a ...
Kind o f  ‘that’s your source o f  support, use it’. (SOM E LAUGHTER)
Yeah, but erm ..., I feel a bit like that (GENERAL AGREEMENT). 
But then maybe that’s a reflection o f . ..
Just a kind o f  add-on (SOME AGREEMENT).
D o you think their facilitator has been given a role, a certain ‘this is . . . ,  
the agenda you’re supposed to set this week, you’re supposed to be 
doing?’. D o you get the feeling that’s what’s been said or w hat...?  
(GENERAL DISAGREEMENT SOUNDS).
I don’t feel like it is, she’s trying to get you to, erm, I think she’s trying 
to get people to talk, so she’s facilitating in that w ay but I don’t think 
she has any...
She doesn t do a very good Job o f  it....(U N C LE A R ) does nothing. 
(GENERAL LAUGHTER).
She makes interpretations sometime (SOM E AGREEMENT  
LAUGHTER).
Which, which actually makes me shut-up rather than talk when she 
makes these interpretations.
W hy is that?
W ell I think it is ...
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Becom ing more aware o f  it or ...
I, I think it’s going back to the...som ething somebody said about the 
group actually makes a problem a lot larger, I think P3 you were 
saying actually... kind of, kind o f  inflames upon them, so I just think 
that actually... part o f  that is her sort o f  interpretation. I feel that 
perhaps, that’s sort o f  that process I don’t know.
So it feeds in to sort o f  hysteria o f . . .potential hysteria o f . ..
(SNIGGERING) very good word, yeah ...
Just to say, do you think w e’re now talking about roles from purpose 
by the w a y ... (GROUP AGREEM ENT).. .w e’ve m oved.
Do people err, think that, that us as a year group have got closer, from 
the group?
I don’t think so...
I wouldn’t say it’s a result o f  the group (SOME AG REEM ENT)...
No.
Although there have been times in the group when, i f  once som eone’s 
had a particular problem and the w hole group have shown their support 
then, it has felt like, perhaps w e have grown closer but it .. .it ’s not 
maintained week-after-week that c loseness...
N ot in the group...
No.
N o I don’t think it is.
I think generally w e’re quite a cohesive group anyway, w e ’re quite, 
w e ’v e .. .w e’ve bonded.
IM E: 00:20:02
But I think also it’s something that I’ve noticed from lectures and I 
think I’ve mentioned this in the group once, is that w e ’re not that kind 
o f  effusive or exuberant, you know everyone talking at the same time, 
even in lectures, and that comes across in the group as well. S o ... I 
don’t know whether this group would work better with a slightly  
different year that was more, erm, what’s the word, extravert? I don’t 
know ... (SOME AGREEMENT),
When you say work better.. .what would yo u ...?
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449 P3: Yeah, ‘cos I feel somehow it’s not entirely satisfactory n o w ...
451 P6: Why?
452
453 P3: ..Because, you know we do turn up and w e sit there in silence for a
454 lon g tim e...
455
456 P2: But is that, is that something to do with us, or is it something to do
457 with the, the context and the process o f  w h at... ?
458
459 P3: Both, I should think.
460
461 p 7: Erm, I was wondering about the uhm, the process over time as w ell, so
462 have w e got to a certain... stage in the group, because groups can have,
463 can go through stages o f  development, and I was wondering, also
464 whether, our deciding to have this focus group has had any effect on
465 how  things have been discussed in the Reflective Practitioner Group
466 (SOME AGREEMENT).
467
468 P6: I think something’s are attributed to the Focus Group, that may not be,
469 for example a silence in the group might be attributed to ...fear of,
470 speak you know, fear o f  speaking in case the Focus Group reflects on
471 that, but I don’t always think that’s the case (SOME AGREEMENT).
473 P8: D oes anyone believe that? D oes anyone... agree with that?
474
475 P6: I don’t, no.
476
477 P8: I didn’t think it w as... did you think it was that different ‘that’ w eek
478 than...
479
480 P6: ...N o .
481
482 P8: .. .the week before?
483
484 P6: No.
485
486 P5: I think, I think there has been some slight shift and change in the group
487 since w e’ve started talking about this in that, one w eek w e did spend a
488 bit o f  a period o f  time talking about more process issues (SOME
489 AGREEMENT), and thinking about the group and what it’s about and,
490 people... confronting each other and things, those kind o f  process
491 issues which I felt had never been touched on before (SOME
492 AGREEMENT), and I was really interested in why they hadn’t been
493 touched in before, and then they were brought in, and I’m really
494 hopeful that they w ill be again after w e feedback (SOME
495 AGREEMENT). I think that’s been a shift.
496
497 P2: So do you think this focus group could actually help the er....
498 wider group come come to some opinion about what the purpose is?
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499
500 P5.  ^  ^ Personally I don t feel concerned at all about what the purpose I really
501 don’t (P8: titter) urn, I don’t care. I’m like w e are there and w e should mal"- the most
502 o f  what it is and whatever they the course saw for as a purpose that’s there area and
503 w e should just go with what w e want to, a purpose could change every week and I
504 feel that that is fine and acceptable and I’m not concerned about it. I think that this
505 can w ill help the group to shift and m ove but
506
507 P8: 1 think this might help cause it just might give I don’t know it might
508 sort o f  focus people on different you know things to think about which I just don’t
509 feel that there is really, well I don’t know from m y personal (inaudible word) I just
510 sort o f  sit sit there and think I just haven’t got there is nothing really that I want to talk
511 about and then sometimes when something you know gets brought up then I w ill say
512 something because then I think about something but then I’ve never gone there with a
513 burning desire to discuss anything and when she you know when you get asked what
514 is happening for people in this silence w ell there is nothing that I really have to say
515 w ell there is not much really apart from thinking about what I have to do
516
517 P2: Maybe that is the purpose for you
518
519 P8: Mmmmm
520
521 P2: Reflecting on..........
522
523 P8: H ow much I’ve got to do
524
525 P6: But thinking back about how urn this group could be helpful and you saying it
526 might be easier you know for people to talk in the group about the sort o f  purpose or
527 the process and that sometimes it does feel in the group urn that people don’t feel safe
528 to talk and that could be just be me interpreting how I feel and I sort
529 by sort o f  a structured focus group outside o f  the group that has brought up these
530 issues when w e go to the group andjhis is raised its almost like a cue card w e could
531 talk about this now so I think it might be safer for people to talk about aspects o f
532 group
533
534 24:25
535
536 P8: Yeh because you are not worried about I think it was you who said you
537 were worried about whether it was appropriate to you know is this appropriate to I
538 can t remember who said it actually but whether this is appropriate to talk about or
5 4 0  y° U kn° W A ppropriate or whatever because it is like w e are going to talk about this
541 P5: p s like w e’re giving permission to certain topics by talking about them
542 in this smaller group (P6: Yeh, yeh) (P2: oh right)
544 P3.  ^ I still feel its something to do with the size o f  the group though because
545 you haven’t got that same one-to-one interaction. I remember saying something once
546 and it was about the process issues o f  when you say something and then you get this
547 silence and you know whatever what you just said falls into a chasm and I know that
548 once I’ve said this it w ill fall into a chasm when no one w ill respond and I saw
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someone across you know all the way across the circle kind o f  make a bit o f  a face as 
i f  they were a bit surprised that I said that. N ow  i f  it had been a small group like this I 
would have been able to say w ell you know do you think that was right or don’t you 
feel that? But I just couldn’t because it was so big it felt it was all the w ay over there 
and you know how a m i.. . .  it felt very much that’s a judgement and I can’t touch it I 
can’t do anything about it (Group: sympathising noises) and it made m e feel a bit 
quaky inside
P6: Yeh. And it does seem  to be with this big space in the middle between cause
there is so many o f  us there does seem to be it seems to be quite intense this space and
quite, w ell to m e it seems quite symbolic o f  quite a lot o f  sort o f  anxiety within that 
group
P5: Has anyone else noticed that sometimes when the chairs are slightly cause
some weeks the chair are spaced a lot more wider and sometimes they seem  a lot 
closer together and I don’t I don’t think it is always that less people are there but I feel 
I do feel really anxious when they are a lot more spaced out (P6: Y eh I do) and I do 
notice the difference that sometime w e a lot more it feels a lot more tight knit and 
close and sometimes w e’re it everyone can be seem s even further away across the 
other side o f  the circle (Group shows agreement). Good its not just m e then!
26:30
P I : I find that I get a really good one-to-one connection with the person who is
directly opposite m e whether its just eye contact or whether i f  they say something I 
can actually respond because their, they, I suppose have to look around this vast 
chasm
P2: D o you always find that it is often the same person? (Group laughs)
PI : It is quite often you (directed at P2)
P5« I often find that I sit opposite you (directed at PI)
P ’s funny how  w e are sitting opposite (directed at and pointing at P I)
Group laughs
Y d i its really weird I feel that I make a strong connection with one 
person in the group which I don’t I don’t necessarily have outside o f  the group em, 
yeh, I find that quite interesting
P8: Yeh no I would have to agree thinking about it I find that quite often I
end up sort o f  talking directly to one cause it is quite difficult cause you can’t talk to 
everyone its not like a presentation or (inaudible word) I think that is the problem with  
it being such a large group
PI : That you do have to focus on one person as suppose talk to w hole group cause
then it gets lost there
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599 P2. And I just wonder i f  that i f  that kind o f  interaction actually keeps
600 certain people talking and actually that contributes to some people not saying
601 anything because
602
603 P3: Cause there are the usual suspects aren’t there
604
605 W hole group agrees
606
607 P6: And I find that um when I start talking that I talk to maybe someone that who I
608 know that might respond (Group laughs: P3: Its true) someone who doesn’t look like
609 they are asleep (Group laughs).
610
611 P2: You know you know I think that’s really important
612
p 5. But that maintains the kind o f  who talks in the group by the fact that
614 you know you are going to talk to som eone you know there’s a higher chance o f
615 talking back to you
616
617 P7: Are you talking roles here?
618
619 P5: I think w e might be
620
621 P2: I think w e’ve m oved on
622
623 Group agrees
624
625 P2: And I think...
626
627 p 7: Does anyone want to say anything else about purpose, I don’t know?
628
629 Silence
630
631 28:23
632
633 P6: I did have one purpose... I don’t know (looking at white board) in terms o f  and
634 I’ll be quick.... in terms o f  personal development, I think that’s one o f  the purposes in
635 m y opinion o f  one o f  the purposes o f  the group (Group: yeh, um)
636
637 P5: What do you mean personal development?
638
639 P6: In terms o f  although sometimes the group is quite anxiety provoking um in
640 terms o f  the anxiety provoking experience o f  the group it can be it can allow you to
641 see what things you don’t like and can allow you to be more self-aware o f
642
643 P3 : You mean the things that you can tolerate?
644
645 P6: Yeh
646
647 P2: And and eh .. also sort o f  being able to talk in that environment I think
648 a good experience (Group: yeh)
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649
650 PI : I would use the same term as you (looking at P6) but probably describe it
651 slightly different because I thought it would also be a bit o f  personal development but
652 more academic development and that you were going to learn from it and I don’t think
653 I m really getting anything from it aside from guilt in that I’m not doing anything
654 better with m y time (P6 agrees, group laughs)
655
656 P3: I don’t feel that I learn that much from it
657
658 P6: In terms o f  um personally academically... in what way?
659
660 P3: ...both
661
662 M  D o you think that do you have um.. I mean I find that som e weeks I do
663 find it more useful than others and other w eeks I don’t find it useful at all (Group
664 laughs)
665
666 PI: Y ou mean that some weeks it goes quicker than others (Group laughs)
667
668 P4: Can I just ask i f  anyone um ... I don’t know how  quite to phrase it but i f
669 anyone sort o f  almost at times looks forward to the group and likes the sort o f
670 consistency
671
672 30:00
673
674 P5 : Yeh I always look forward to the group a lo t.... which I know is a
675 different opinion to a lot o f  people
676
677 P4: Cause I do sometimes you know this varies for m e but sometimes I do actually
678 think I quite like the fact that every other Tuesday afternoon I know exactly, as w e
679 said the purpose seems to change but for m e it is now  coming familiar whereas for a
680 long time it w asn’t .... but I do feed.there is something positive there for m e
681
682 Pause
683
684 P2: That falls into a chasm doesn’t it
685
686 P 8: I don’t feel like I go with any expectations because it because I don’t
687 see although its consistent because o f  the time and you know the people I don’t feel
688 that what happens in it is consistent so I don’t think I don’t go with any expectations
689 cause I don’t think I every really feel like what’s its what’s going to com e up
690
691 P5: Maybe some o f  this o f  like anxiety that people experience is about
692 their perhaps not being able to tolerate the not knowing and the fear o f  what that hour
693 and a ha lf is going to be (Group agrees) and that cause I’m guess I’m picking up from
694 people about concerns about purpose and not knowing and how irritating that it is and
695 but personally like I ve said I’m really not focussed on purpose at all and never have
696 been and I don t know i f  that’s w hy I find it easier because I do go in there and I’m
697 not really thinking about what’s it for and am I doing what I should be doing (P6:
698 Yeh)
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699
700 P2: W ell then I also wonder i f  its also about knowing you are going be you
701 know sitting there listening to people who might be quite upset and that might be
702 quite anxiety provoking (P5: umm).
703
704 31:47
705
706 PI: That’s funny you should say that because those are the only times I find the
707 group useful I just find I, I, its not like a something sick inside me I want to see people
708 cry (Group laughs) but when somebodys actually letting o ff  some emotion and the
709 rest o f  the group really kind o f  gets close together w e have got something in common
710 w e can discuss as opposed to just coming up with something abject so to me when
711 something like that happens I find that quite useful I think that that is for filling one o f
712 the purposes o f  the group... that you should all cry (group sniggers) yes
714 P3: Just going back to your question (looking at P5) about whether people
715 look forward to it I have sometimes looked forward to it and really thought Yeh last
716 time that thing came up and I really wanted to say this but I couldn’t or there w asn’t
717 time or whatever so I go back kind o f  raring to go with m y thing to say and then
718 because it has a different quAty that w eek for whatever reason I can’t say my thing
719 and then I think oh ok yeh right w ell you know people aren’t interested som eone else
720 has said something completely different about I don’t know placements when I was
721 going to say something about and so and then you kind o f  think oh w ell I was looking
722 forward
723
724 P5: Disappointing
725
726 P8: Frustrating as w ell
727
728 P7: Yeh, I wonder how often people have something that they want to say
729 that they’ve sort o f  thought about and then don’t I think lots o f  times I’ve thought
730 before the group oh I would quite like to bring up this topic or that topic and then uh it
731 doesn’t get mentioned because there are other things that are going on
732
733 P6: I agree with that sometimes you know I want to bring a topic up and because
734 the other topics discussed that w eek are com pletely different I just think I would be
735 going o f f  on a tangent and talking about something you know com pletely different
736 issue
737
738 P4. Something that I think is really interesting though is that essentially w e ’re
739 quite a few  o f  us saying the same thing so you know some o f  us are obviously
740 determining which way it goes w e can’t all be waiting for it to oh no it is on
741 something else this week w e can’t bring it in so must be something about perhaps the
742 confidence about changing the direction or (P2: Yeh) I don’t know
743
744
745
746
747 M ins: 33:56-46:02
748
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749 P2: I think you’re right because there’s loads of...there’s loads o f  silence isn’t
750 there that.. .that would allow you to .. .brings something in
751
752 (P6 and P4 nod & hmm)
753
754 P8: But I think also the fact that there isn’t an agenda which means that you don’t,
755 you don t have to talk about things that are necessarily related to something that
756 som eone else brought up, your, totally, there are no real rules in terms o f  I mean you
757 know I want to talk about this now (laughs), I know you were talking about that
758 (laughs).
759
760 (P4 hmms)
761
762 P2: I think it, I think that really fits into roles as w ell that that actually some
763 people’s roles are are to change the subject, com pletely  change the subject (PS hmms,
764 P 7 :1 ...)  and that gets me really annoyed actually but...
765
766 P7: Are w e on roles now? Is that...
767
768 P2: W ell, I ...I...personally I think w e should m ove yeah.
769
770 (P6 says something to P3, unclear)
771
772 PS: I think w e should definitely, definitely.
773
774 P3: I thoughts w e’d w e’ve tried tw ice already so w e’ve gone onto it. (To P I) Go
775 on.
776
777 PI : I’ve g o t.. .I’ve got a question that kind o f  brings the two together, that I don’t
778 know, do you think that there are certain people in the group that, not necessarily take
779 it on themselves (P2 nods), but they’ve got a better idea o f  what th ey .. .what they
780 think the purpose o f  the group is and therefore they always actually lead the group.
781 Y ou know after the first fifteen minutes o f  the group o f  silence there’s always
782 som ebody.. .1 think it’s maybe even sets o f . . .might certain person or certain bunch o f
783 people that w ill always (P3: Yeah.) you know try to start o f f  the group and it’s not the
784 facilitator, somebody within the group (P5: Hmm, yeah.) but there’s always
785 som ebody there.
786
787 P5: I think some people feel more responsible for guarding the group than
788 others.. .(P6: Yeah, definitely, P2 hm m s).. .from what I see (P2: Yeah).
789
790 P8: What, they .. .they feel or they is it that they feel more anxious with the
791 silences?
792
793 P5: Maybe, maybe.
794
795 P2: But but also, you know whether they think that they have a clearer role or or a
796 clearer expectation (PI hmms) about what they want from the group as w ell as feeling
797 anxious that... there’s two things...
798
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P3: I think that’s . . .and that they have a clearer idea about, there are roles. I’ve
spoken to som e people about it and they’ve said, w ell, i f  everyone knew ... kind o f  
assumed the responsibility (P2 nods) to try and w ork .. .in the group then, you know it 
would feel more comfortable, so I think maybe they see their role as I have to make 
t h i s . . . d o . . .
PI : I think that’s quite amazing, that’s almost like a revelation.. .1 think i f  they just
made that more explicit.. .tell everybody in the group that (others hmm) actually 
might m ove the group on.
P3 : Because the things about therapy, people com e to therapy only kind o f  works
i f  they’re committed and so it’s the same with our group really isn’t it? (P5 nods, 
hmms)
PI : It’s very difficult when you know that you’re there, you don’t you don’t
actually want to be but you’ve been told that you have to be there and so you’re 
already going to be negative, w ell you m i g h t  be negative.
P2: Yeah, but then...
P8: I also think, I also think that the knowledge that there people there who don’t
want to be there makes it a lot more difficult to (P2 hmms) talk about things 
because...
P2: (Points at P3 and P8) But sort o f . . .1 don’t mean to just sort o f  disregard that,
what you’re saying (P8 laughs: D on’t worry), but I’m .. . i f  I may just again pick up 
what L was saying, I mean it’s part o f  the role o f  the therapist to motivate the client, 
isn’t it, so I suppose (P3: Yeah) they need to adopt a role don’t they to motivate
someone w h o’s not motivated, so does that mean that, that that should b e  ’s role or
is that, is that people’s ...
P3: I don’t feel it i s . . .because she doesn’t fulfil that.
(All hmm)
P8: Or is that everybody’s? (All hmm) Because I think as well, I mean although
some people might take on or see you know see their see themselves as having a 
leader-like role or you know a role in in guiding the group, but then does everybody 
else collude with that? And sort o f  assume that oh you know w e ’ll just wait for so- 
and-so to start off.
P5: (Nods) Hmm, I, I think...
P 6:1  was I was thinking that as well when L you were talking about roles and how  
their perspective you know their um perspective o f  what they think their roles should 
be that it’s almost reinforced by other peoples’ um position on what they think say a 
certain individual’s role (P8 hmms) should be so each w eek their own role’s 
strengthened (P2 hmms) by their belief that other people expect them to carry out that 
role (all hmm).
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849 P2: And the feedback they receive.
850
851 P6: Yeah.
852
853 P2: (To P6) And I wonder i f  that sort o f  eye contact we were talking about is
854 another reinforcer (P6 hmms) o f  those roles.
855
856 P7: And sort.. .things like seating arrangements.. .that sort o f  practical...
857
858 P2: Yeah, yeah, but even i f  the seats were slightly different I still think that certain
859 people look at certain people and.. .you know even though there’s a silence there’s a
860 lot o f  sort o f  information, lots o f  people actually talking without talking, by their eye
861 contact (P3: Yeah) and I think (to P6; P6 hmms) that there’s w hat.. .may be that’s
862 something you were talking about too P6, that that’s actually feedback.. .for people’s
863 roles.
864
865 P6: Y eah .. .people to continue in their roles. And it would be interesting i f  they felt
866 they wanted to change, i f . . .someone that was always considered you know a leader
867 and they felt they wanted to change their role how  easy that would be for them. I
868 don’t think it would be that easy.
869
870 (P2 nods, P8 hmms.)
871
872 P7: I was going to say, has there been any exceptions to that or you know it is
873 always ***(unclear).
874
875 P2: Really hard to think o f  exceptions, isn ’t it? (P8 hmms)
876
877 P5 : I feel people are very consistent actually w eek in w eek out (P4: Yeah) in their
878 levels o f  talking and guiding and leading.
879
880 P3 : There. ..I  can think o f  a couple o f  people who used to say a few  things who
881 now say absolutely nothing at all (P5 hmms).
882
883 P5:  ^ I’m  wondering how easy it would be if, i f  you were an individual that didn’t
884 hadn’t said anything ever or had rarely said anything to now start to, to talk
885 (Interruption as someone opens door and says ‘oh sorry’) and how easy that would be
886 to, to, to change your role.
887
888 P8: ***(unclear)
889
890 P 6 .1  think that would be really really d ifficu lt.. .um i f  someone who had always not
891 spoken, to actually have to one week speak, they’d probably have their own sort o f
892 fantasies about how everyone how everyone else would sort o f  look at them
893 (laughs)... wow.
894
895 P5: Yeah, whether they’d think the w hole group would go ‘ahh’ (mock gasp) or
896 you know.
897
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898 P7: I thought that since w e had had suggested the focus group that actually there
899 had been more (P4 nods, P2 hmms) more sharing o f  interaction in a way. I don’t
900 know i f  anyone else I thought had noticed that. So it’s opened things out a bit (all
901 hmm).
902
903 PI: I ...u m ...n o t going to say ...
904
905 P3: I had ...
906
907 P7: No?
908
909 P 1 : I’m not so sure about that because I think, I’ve s till.. .1 tend to look around
910 quite a lot in the group just to fill the time (all smile) and there are still I know there
911 are still certain people that w ill still not say anything in the group, they’ll just, they’re
912 totally disengaged (P8 hmms). I mean they’ll be doing what I’m doing, looking
913 around (laughs). (P3 and P8 laugh) But I do feel that certain people have, I don’t
914 know i f  anybody feels the same, they’ve fallen into a certain, whether they’ve adopted
915 a role or whether the role has been put on them, to do something in the group, like
916 whether it’s to break the ice or to be the com ic idiot or ... (all laugh)
917
918 P 8: I thought you were pointing to m e then (all laugh).
919
920 PI: I was raising m y own hand (all laugh).
921
922 P3 : That’s really interesting.. .there’s something I was just thinking about which
923 w ou ld ...1 don’t know what other people think. ..is  are the roles in the group or what
924 p eop le .. .people’s perceptions o f  others in the group, are they the same as their
925 perceptions o f  us generally, in lectures, when w e go out for socials (all hm m ).. .or is
926 there something unique about the ro les.. .(P2: Yes, interesting).. .that people have in
927 the group?
928
929 P 1 : H m m .. .(4 second silence) I’m going to say yes, but I’m just trying to think o f
930 an instance, but I think you’re right.
931
932 P5: Y es to what?
933
934 P3: I think it’s more clear cut, people’s roles in th e ...
935
936 P5: (PI laughs) She said, she gave an either or, so y e s ...
937
938 PI: N o, I do think people do take on different roles within the group...
939
940 P5: (Laughs) Okay.
941
942 PI: .. .than they do generally, but I’m just trying to think o f  an instance where that
943 happened but I’m sure it does.
944
945 P6: Yeah, I think they do.
946
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947 P8: I think it is, because it’s very different, it’s a very different context isn’t it,
948 so ...
949
950 P6: Oh, I’ve really...
951
952 P2: I think it’s very hard to talk about without breaking confidentiality, isn’t it?
954 P5 : I feel people are more consistent in m y mind, the idea I have o f  people in the
955 reflexive-practitioner group is quite similar to their roles in lectures and in the
956 community thing.
957
958 P3: Is it more concentrated somehow, clearer in the group?
959
960 P5: H m m ...hm m ...
961
962 P2 : Umm, and I suppose maybe part o f  that is actually when you’re in a lecture
963 you’re, I suppose you’re given information and that might trigger something o ff  in in
964 you to to act in a certain w ay whereas when i f  you’re in the group it’s much more sort
965 o f  consistent isn’t it?
966
967 P7: I w o n .. .yeah.. .1 ,1 was just wondering whether it’s over time as w ell, whether
968 w e ve, because w e ve now got to a stage where with being in the group for a year and
969 a half, whether people’s roles start to um sort o f  s . . .or whether it’s more easy to allow
970 people to sit in one role, because that’s what w e ’re used to. D o .. .does it mean that
971 um the w ay that w e interact is actually closing down the opportunities to um be
972 different in the group? (All nod and himm)
973
974 P2: Very systemic, it’s a very systemic viewpoint there.. .that’s brilliant.. .it must
975 do, must d o ...
976
977 P4:1 w a s .. .and sort o f  wondering about.. .um what w e similarly in a w ay what w e
978 were talking about in terms o f  people’s roles becom ing quite established and how
979 difficult would it be now i f  you’re someone w h o’s never talked to start talking or
980 som eone w ho’s only talked a little bit (all hmm), and how you know w e ’ve  been, w e
981 were saying that.. .sometimes when you’re saying something in the group.. .it takes on
982 a greater meaning and you sort o f  wonder whether should I bring this up or not
983 because it’s going to be a bigger deal. I was just thinking, I was just aware that i f  w e
984 feed this particular bit back to the group that might have an even greater impact on
985 som eone w ho’s wondering about talking...
986
987 P2: Yeah.
988
989 P4: W e’re almost creating a realitty.
990
991 P8: You think it would like polarise them?
992
993 P6: Yeah, that’s really.. .1 see what you mean.
994
995 P5: But it also might provide the opportunity for ***(unclear).
996
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997 P7: Yeah, because it brings the issue out.
998
999 P2: And and it’s kind o f  saying, actually it’s the people that talk it’s, they should
1000 take responsibility for the people that aren’t talking as w ell because o f  the w ay that
1001 they’re interacting with only a, a certain few  peop le .. .(P5 hm m s). . . actually that
1002 holds, holds people’s roles in place maybe and actually...
1003
1004 P3: So w e ’re saying that...
1005
1006 P2: And actually, it actually says w ell part o f  people not talking is actually
1007 everybody’s responsibility because o f  the w ay which they are in the group (all hmm).
1008
1009 P3: Y eah .. .maybe giving permission for flexibility o f  roles is something
1010 ***(unclear).
1011
1012 P6: But i f  w e ’re saying that, um I think w e said earlier like for example i f  you think
1013 someone is a role which they can respond to your comments and you sort o f  give
1014 them eye contact, and then you thought right w e ’re going to sort o f  open up, make it
1015 safer for other people to talk and you gave som eone who doesn’t ever talk real eye
1016 contact (laughs and P2 laughs), that might make them feel really  uncomfortable.
1017
1018 P3: I don’t know, but there are some people who don’t . . .1 don’t know i f  this is
1019 going too personal.. .but there are som e people who don’t talk, that I w ould count as
1020 people that I talk to quite a bit outside the group, and so I’d feel quite comfortable
1021 with giving them eye contact and addressing m y comments to them (P6: Yeah).
1022
1023 P8: W hy do you think it’s so difficult to bring up these sorts o f  issues in the
1024 group? D o you know what I mean: The fact that right, you know people don’t really
1025 talk about the fact that there are people who don’t talk .. .and.. .(P5: Yeah) although
1026 everybody’s quite interested in ...
1027
1028 P 5: I’ve really wanted to talk a^out that for so long in the group.
1029
1030 P8: In that, no-one, no-one w ill talk about it.
1031
1032 P7 : I’ve thought it had been referred to a couple o f  times (P2 hmms).
1033
1034 P8: It’s never pushed though.
1035
1036 P3: Skirted around (laughs).
1037
1038 (A ll talk simultaneously for 2 seconds)
1039
1040 P2: And, and it’s always the group which has actually moved, because I know
1041 she’s made a few direct references (P5: Yeah) and w e’ve sort o f  reacted ‘oh no’. I
1042 know, I know I have personally reacted, said ‘Oh I don’t think you should use the
1043 research as a w ay for you to challenge people who don’t talk’.. .was one example.
1044
1045 P5 : But I’m wondering everyone has the sam e.. .because I have som e kind o f  I
1046 guess it’s fantasies about why these people don’t, why people don’t talk. Is it,
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1047 because they, they hate the group? They wish they weren’t there? Or, you know
1048 they .. .Or is it just that they feel uncomfortable talking in a large group? Which I
1049 think perhaps is probably more o f  a reason (P6 hmms). But it feels sometimes like,
1050 w ell i f  they’re not participating then, you know, they’re there but they’re not
1051 participating in .. .and that’s quite difficult I think for m e to handle. Sometimes I
1052 wonder you know are they committed to the group? They might be there, so perhaps
1053 they are, they do come along but.. .it’s n o t.. .whether they’re ... they’re not interacting
1054 so what kind o f ...
1055
1056 P2: But, but they are, they are.
1057
1058 P5: ...lev e l o f  understanding... for som e people...
1059
1060 P2: They are in a way, because they’re not saying anything that’s interacting in
1061 itself (P8 hmms).
1062
1063 P5: Yeah, and I think there’s some people that, there’s a selection o f  people that
1064 don’t say so much, and som e people stare at the floor and don’t interact in any
1065 w a y .. . like you were saying som e people who do give eye contact.. .and might nod
1066 their head and laugh.. .kind o f  do those kind o f  gestures.
1067
1068 Mins:46:02-58
1069
1070
1071 PI: W ell..
1072
1073 P5: and I am just interested and peop le .. .1 don’t know
1074
1075 PI : w ell I can tell you from m y point o f  view  I feel I don’t say very much in the
1076 group because I’ve got nothing to say unless an issue is raised that is actually quite
1077 important to m e but generally I am quiet and so I would always put m yself in the
1078 group that the that.is er silent...
1079 . "
1080 P5: That’s interesting but I would never put you in that group (Everyone laughs) I
1081 guess I hope you don’t mind us talking about you because you are here
1082
1083 P3: Can I just briefly say that I think that from a time perspective w e are now in
1084 recurrent themes
1085
1086 P6: right ok
1087
1088 (laughter)
1089
1090 P5: H you’re a recurring theme! ! everyone laughs
1091
1092 P2: Coz I, I wanted to ask and may be w e haven’t got time but just to ask whether
1093 we err..that w e expected our roles in the group to be different err., from the roles that
1094 w e experience now..have w e got time to ...
1095
1096 (General murmur)
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1097
1098 P2: you know..err i f  your ideas about yourself in the group Are you surprised
1099 about the roles that you have taken
1100
1101 P 7:1 think added to that is the question.. .whether w e..w e might see ourselves as
1102 having a different role in the group to that which other people experience
1103
1104 P5: yes, (point at P I ) , . . .that was what I was just thinking..
1105
1106 Laughter
1107
1108 P8: (pointing to P6) coz I wouldn't put you and (pointing to P7) I wouldn't, I don't
1109 think I'd put you as som e-one you know, who doesn't talk
1110 
1111
1112 P6: w ell I
1113
1114 P8: (pointing to P5) and I w ouldn’t put you either
1115
1116 P5: shakes her head (most o f  group shake head and say n o ...)
1117
1118 P8: There is something different about ..you might be quiet but you w ill talk
1119
1120 P3 : There is some kind o f  engagement that you d o ... you do make eye contact and
1121 umm err coz there are som e people who
1122
1123 P2: yeah
1124
1125 P3:coz there are some people who (puts hand in front o f  her face and wipes in down
1126 to the floor)
1127
1128 P5: Yeah (pointing) that’s the people
1129
1130 PI : OK so maybe we are engaged but w e are not .in that sense interacting w e don’t
1131 actually voice, I don’t voice anything I have nothing to say..
1132
1133 Most people: but you d o ...
1134
1135 PI: Ahh!
1136
1137 P7: so that’s another role in the group is being engaged but not contrib... .contrib ...so
1138 much, saying so much
1139
1140 P3: saying so much
1141
1142 P2: so, so what types o f  roles are there? W e are talking about roles but what types are
1143 there..what is it...
1144
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1145 P 8 : 1 don’t know what my role is, li don't I’m not really ... I don’t really.think that I
1146 would be particularly surprised at where I am in the group it is probably pretty much
1147 how I expected
1148
1149 P2: yeah
1150
1151 P8: but it seems to be pretty much..I don’t think it is particularly consistent because it
1152 does depend on it depends on how I feel each week and what com es up but I mean I
1153 will speak but I don’t think I ...I  never really take the never really take the lead
1154 because I don’t there is never really anything that I really want to talk about...
1155 (H stands up and m oves around in his chair)
1156 and even is there was I don’t know that I would want to talk about it in a group that
1157 big
1158
1159 P6: yeah
1160
1161 P8: so I don’t know really .. .1 don’t really feel like I have a distinct role
1162
1163 P 5 :11  feel quite similar in that I always feel, I do normally have something to say and
1164 w ill normally say it bu t... I can’t say that I am aware o f  particularly
1165 m oving.. .changing subjects..! mean sometimes I w ill bring I remember bringing a
1166 certain topic but to talk about.
1167
1168 P7: So p eop le .. .so changing the direction o f  the discussion is another role.
1169
1170 Most of group: Yeah
1171
1172 P 2:1 ,1  was really surprised coz when I was first thought about the group I was
1173 actually terrified about the speaking in public because you know sometim es I find
1174 can’t talk that w ell at all so I thought that I would be really really quiet but I kind o f
1175 perceive that I talk quite a bit actually in the group. ..so  I think I think back to one o f
1176 the purposes is actually err err personal development for me
1177
1178 P6: mmm
1179
1180 P 2 : actually talking in the group
1181
1182 P6: mm, in sort o f  opposition to that I thought for m e that I would talk more in the
1183 group um when I first knew that we were having the group and I don’t think I talk as
1184 . much as I previously expected that I would um.. but I also think that sometimes in the
1185 group I want to make it more lighter or like reduce the anxieties so sometimes I think
1186 m y role is sometimes sort o f  comic laughs..to try and bring som e Jokes into the group
1187 and..
1188
1189 P5: Do you w ish that you spoke more or..
1190
1191 P6: umm yeah I do and I try and challenge that and I do try and speak more now than
1192 I did maybe a year ago but I can understand why som e people don’t say anything
1193
1194 (General mms, by many)
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1195
1196 P8: (pointing at P4 and P3, have you two got anything you want to say about this
1197
1198 Laughter followed by two seconds o f  silence
1199
1200 P4: umm..
1201
1202 P8: about what your role
1203
1204 P4: I think, I don t k n o w , I don’t really know what m y role is in the group but in
1205 terms o f  the extent to which I speak I think I talk quite a bit and I am not really
1206 surprised I thought I probably would, laugh., all laugh..
1207
1208 P 2 .1  think that one o f  your roles is actually giving a lot o f  sort o f  verbal support to
1209 people I don’t know.......
1210
1211 Most of group: nod some say yes
1212
1213
1214 P2: a lot o f  support in the things that you say
1215
1216 Most of group: Umms
1217
1218 Silence for a couple o f  seconds
1219
1220 P 4:1  hadn’t really noticed
1221
1222 P2: Which I think from m y perception is one o f  the hardest roles to fulfil I think
1223
1224 P8: yeah
1225
1226 P2: coz o f  the judgement you get from from offering support, the judgement I feel
1227 that it brings
1228
1229 P 4:1  think that it is really important to offer support because umm, you know having
1230 shared with the group o f  quite a personal nature m yself, you know, I know what it
1231 feels like and so I would always want to I suppose it is sort o f  partly m e as w ell
1232 anyway but I would .. .1 don’t think I would be anxious about showing some-one
1233 support because I think it is so important.
1234
1235 P8: umm.
1236
1237 P4: whereas I know that some people are really anxious about doing that
1238
1239 P8: Do you think that you would feel more anxious about not showing support?
1240
1241 P4: Um  yes, nodding
1242
1243 P8: umm, nods
1244
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1245 P4: Only because I would be worried about what that person is then .. I would be
1246 alright i f  som e-one else had offered support
1247
1248 P8: yeah
1249
1250 P4: but i f  no-one has offered support then I would be very anxious probably..laughs
1252 P8: yeah
1253
1254 Others nod and um
1255
1256 P 2:1  wonder w hy it is such a hard role because you don’t need  to do much to offer
1257 support, in a w ay you can reflect which is something that w e are training to do but its
1258 something about that group I think, for me makes that role particularly difficult
1259
1260 P 8:1  am not sure what sort o f  judgement people are so scared about because c o z ....
1261
1262 P 4:1  think it might be to do with the fact that urm.. I suppose in one sense that is what
1263 w e are all training to do, is offer support
1264 P8: umm
1265
1266 P4: so i f  you were looking at it from a professional level..
1267
1268 P8: that’s true
1269
1270 R  nods her head an umms, so do others
1271
1272 P4: people might feel that they were being judged on a professional level whereas for
1273 me, I don’t see it as a professional thing, to offer support within that group at all.
1274
1275 53:03:016
1276
1277 P8: nods urm..
1278
1279 P4: It’s much more sort o f  on a friend.. .unprofessional type level
1280
1281 Most people: Umms
1282
1283 P4: so I don’t feel like I am exposing m y ..clinical skills or something like that
1284
1285 Most People:mmms
1286
1287 P6: That’s really interesting coz everyone has got really high standards on the course
1288 and they might feel that they have to offer a really high level o f  support for it to be
1289 worthwhile mm
1290
1291 P8 : what about you P3?
1292
1293 P3: um .J have no idea um.. I think ..I think I am erm quite frightened o f  what other
1294 people think o f  me in the group..! think because sometim es..! feel I am being
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1295 misunderstood so. ..I think I would b e  yeah quite nervous and frightened to really
1296 find out what other people thought on my..what kind o f  contributions I gave because
1297 there is so much going on in m y head that doesn’t com e out in what I say
1298 so..yeah..that’s a difficult one to answer I don’t really know.
1299
1300 Most People: Umms
1301
1302 P2: Y es that is a really difficult one to answer.
1303
1304 Most People: Um
1305
1306 P2: But 11 think that out o f  the themes w e ’ve got that’s the most interesting one for
1307 me coz I think it’s like your own personal experience..and..
1308
1309 Most People: Ummm
1310
1311 P5: Did did P7 say about your .. .1 w asn’t sure i f  you wanted to
1312
1313 P7: about?
1314
1315 P5: Your role.
1316
1317 VI: my role
1318
1319 P8: Oh, I don’t think you did actually, sorry that’s m y fault
1320
1321 P5: Sorry I’m nicking your role (Unclear**)
1322
1323 P7: Urmm it think as I said before, I quite often, urm have thought about what I want
1324 to bring into the group and then n ot... um .but I am not sure i f  that is a role laughs
1325 urm er yes it’s difficult to say.
1326
1327 P 3:1  wonder i f  w e can kind o f  go o n ... I think it’s quite important that w e m ove on
1328 now coz w e ’ve overrun a bit but that does link in to what w e started talking about
1329 ..people’s silence and people’s not speaking coz, it is a kinda recurrent theme in the
1330 group, I feel coz it does com e up every now  and then and your right it is kind o f
1331 skirted around but it is brought up because it is something that everyone very much
1332 acknowledges and almost every group starts with a huge big silence which invariably
1333 ends with Sally saying I wonder what this silence is about.
1334
1335 Everyone laughs
1336
1337 P2: That...
1338
1339 P3: so it’s very recurrent isn ’t it
1340
1341 P2: That would be great for us to jump in there first wouldn’t it.
1342
1343 P I : (with hand over his mouth) I wouldn’t agree with you though c o z  (can’t
1344 understand what PI says) ..a lot o f  groups I’ve been at start with a review o f  what has
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1345 happened before so it’s almost giving you, almost like a kind o f  spring board onto
1346 what is going to happen this w eek
1347
1348 P 5:1  think that only happened a few  times
1349
1350 P3: um.. I don’t remember that happening
1351
1352 PI : Um  that’s what I am saying (***can’t understand)....
1353
1354 P3: Oh I see
1355
1356 P5: Oh I see
1357
1358 PI : It’s almost like another one o f  those icebreakers .. .it is it’s setting the agenda
1359 again, but w e don’t have an agenda (laughs)
1360
1361 P3: yeah ..it doesn’t ..we don’t . i t ’s almost like our agenda is this silence
1362
1363 Most People: Mmm
1364
1365 P3: and w e don’t really know what to do with i t .
1366
1367 P8: You have that to start o f f  with and then you have the leader person who breaks
1368 the ice and starts something and then the same sort o f  people talk..
1369
1370 P5: But when we had that like little thing o f  doing a review o f  before and.. .and using
1371 that as a springboard ..I..I personally felt that that was quite artificial
1372
1373 P3: yeah, sure
1374
1375 P 5:1  felt really uncomfortable with it and in fact I am more comfortable with the
1376 silence C
1377
1378 P8: laughs
1379
1380 (A ll laugh for couple o f  seconds PI puts his hand up towards P5 and saysSomething)
1381
1382 P 7 :1 am completely used to the silence now and I think that i f  it w asn’t there it would
1383 bother me because erm.. I sort o f  tend to be able to stop and and stop thinking for a bit
1384 or stop worrying about what I am supposed to be doing next and its actually now,
1385 yeah now I expect it to be there and I quite like it for...
1386
1387 PI : Looking back at how it went, the springboard provided us with fifteen minutes o f
1388 interaction and then there was the silence .
1389
1390 Everyone laughs and says yes
1391
1392 P3: and this is cutting the chase
1393
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1394 P 2 : 1 think it’s really important though though its kind o f  a w ay to attune., are you
1395 saying it’s a way to atune yourself into the group and erm..
1396
1397 P7: Mmm
1398
1399 P2: and to have a time to er..er..sort o f  to disenengage from..
1400
1401 P7: Yeah, get some perspective on things.
1402
1403 P 8:1  suppose also that that’s probably, you know, probably the only time you ever get
1404 where things are like that because whenever your at hom e i f  your not doing any thing
1405 you know your not sitting in a room with the rest o f  your year group sort o f  you
1406 know.. I don’t know
1407
1408 Laughter
1409
1410 P8: you might be thinking about watching television or going to sleep or do you know
1411 what I mean but it’s n o t.so  maybe it is useful to actually have to have som e quiet time
1412 57:54
1413 P2 : and and I wonder i f  that, I suppose the meaning which erm which
1414 you’ve attached to the silence, might make it more bearable for you. (mm) Whereas
1415 there are people who might think, God, you know, what is this silence about? It has,
1416 it has different.......
1417
1418 P3: mumbling sounds
1419
1420 P7: yeah, yeah, the other thoughts are; oh no it’s a silence, it’s not just,
1421 yeah, there’s also the anxiety around silence and also you know what yeah what needs
1422 to happen today yeah.
1423
1424 P 1 : W ell I’ve learnt to use that silence, w ell, because I think for the first,
1425 kind o f  forever, I was just in this panic of, I can’t take it anymore it’s too much.
1426 (group: laughter). But now I just I kind o f  almost use it as a meditation to just sit and
1427 (group: mm) you know reflect on what’s happened in the past two weeks and see i f
1428 anything else has come up that I can use in the group, which doesn’t happen but,
1429 (laughs)
1430
1431 P5: (To P I) It has to be said that I’ve noticed that you have kind o f  made that shift as
1432 well, because I know that you were one o f  the people that I did notice that had real
1433 difficulty with silence at the beginning (PI : laughs), and now and now  I think oh no
1434 actually PI doesn’t kind o f . . .
1435
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1436 PI: I am more contained
1437
1438 P5: yeah.
1439
1440 P2: I am just wondering ifw e  are actually defining a purpose as well, to
1441 the silence, or to the purpose o f  the group. That that silence actually has a purpose
1442
1443 P8: I do feel quite, 11 think it sort o f  annoys me slightly that that maybe
1444 this is just the way, just the w ay that I interpret it that the fact that you are sort o f
1445 made to feel like w e should be talking, um, you know when its sort of, when you do
1446 have um Sally saying ‘oh, so what does this mean, you know, what does this mean for
1447 people’, and its like, you know w e ’ve ....
1448
1449 P3: It has to mean something
1450
1451 P8: ..had long enough now you’ve, you’ve got, you need to speak and and
1452 it’s a real, you know, it is our group, and w e could just sit here for an hour and a half
1453 and say nothing, (P3: yeah. I’m) erm, and I feel a bit, that pisses m e o ff  a bit (laughs)
1454
1455 P3: When she says, ‘what does this mean’, I think, w ell it doesn’t mean
1456 anything (P8 laughs) it just means that w e haven’t got anything to say.
1457 P2: But but it does mean something for som e people, I mean P7 you’re
1458 saying that it means for you, it’s a w ay o f  o f  atuning in to what the groups about or or
1459 trying to disengage..
1460
1461 P3: But that still means, its still that she might start, for example E might
1462 not have anything to say at that time, it hasn’t got a you know interest neurotic
1463 meaning..
1464 -
1465 1:00:02
1466
1467 P2: Do you think that it means that that she’s feeling quite anxious about
1468 something?
1469
1470 Silence (3 secs)
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1345 happened before so it’s almost giving you, almost like a kind o f  spring board onto
1346 what is going to happen this week
1347
1348 P 5:1  think that only happened a few times
1349
1350 P3: um.. I don’t remember that happening
1351
1352 PI : Um  that’s what I am saying (***can’t understand)....
1353
1354 P3: Oh I see
1355
1356 P5: Oh I see
1357
1358 P I . It s almost like another one o f  those icebreakers ...it  is it’s setting the agenda
1359 again, but w e don’t have an agenda (laughs)
1360
1361 P3: yeah ..it doesn’t ..we don’t . i t ’s almost like our agenda is this silence
1362
1363 Most People: Mmm
1364
1365 P3: and w e don’t really know what to do with it..
1366
1367 P8: You have that to start o f f  with and then you have the leader person who breaks
1368 the ice and starts something and then the same sort o f  people talk
1369
1370 P5i But when w e had that like little thing o f  doing a review o f  before and.. .and using
1371 that as a springboard ..L I personally felt that that was quite artificial
1372
1373 P3: yeah, sure
1374
1375 P 5: 1 felt really uncomfortable with it and in fact I am more comfortable with the
1376 silence
1377
1378 P8: laughs
1379
1380 (A ll laugh for couple o f  seconds PI puts his hand up towards P5 and saysSomething)
1381
1382 P 7 :1 am com pletely used to the silence now and I think that i f  it w asn’t there it would
1383 bother m e because erm.. I sort o f  tend to be able to stop and and stop thinking for a bit
1384 or stop worrying about what I am supposed to be doing next and its actually now,
1385 yeah now  I expect it to be there and I quite like it for...
1386
1387 PI : Looking back at how it went, the springboard provided us with fifteen minutes o f
1388 interaction and then there was the silence .
1389
1390 Everyone laughs and says yes
1391
1392 P3: and this is cutting the chase
1393
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1394 P 2 : 1 think it’s really important though though its kind o f  a way to attune., are you
1395 saying it’s a w ay to atune yourself into the group and erm..
1396
1397 P7: Mmm
1398
1399 P2: and to have a time to er..er..sort o f  to disenengage from..
1400
1401 P7: Yeah, get som e perspective on things.
1402
1403 P 8:1  suppose also that that’s probably, you know, probably the only time you ever get
1404 where things are like that because whenever your at hom e i f  your not doing any thing
1405 you know your not sitting in a room with the rest o f  your year group sort o f  you
1406 know.. I don’t know
1407
1408 Laughter
1409
1410 P8: you might be thinking about watching television or going to sleep or do you know
1411 what I mean but it’s not..so maybe it is useful to actually have to have some quiet time
1412 57:54
1413 P2: and and I wonder i f  that, I suppose the meaning which erm which
1414 you’ve attached to the silence, might make it more bearable for you. (mm) Whereas
1415 there are people who might think, God, you know, what is this silence about? It has,
1416 it has different........
1417
1418 P3 : mumbling sounds
1419
1420 P7: yeah, yeah, the other thoughts are; oh no it’s a silence, it’s not just,
1421 yeah, there’s also the anxiety around silence and also you know what yeah what needs
1422 to happen today yeah.
1423
1424 PI : W ell I’ve learnt to use that silence, w ell, because I think for the first,
1425 kind o f  forever, I was just in this panic of, I can’t take it anymore it’s too much.
1426 (group: laughter). But now I just I kind o f  almost use it as a meditation to just sit and
1427 (group: mm) you know reflect on what’s happened in the past two weeks and see i f
1428 anything else has come up that I can use in the group, which doesn’t happen but,
1429 (laughs)
1430
1431 P5: (To P I) It has to be said that I’ve noticed that you have kind o f  made that shift as
1432 w ell, because I know that you were one o f  the people that I did notice that had real
1433 difficulty with silence at the beginning (PI : laughs), and now and now I think oh no
1434 actually PI doesn’t kind o f . . .
1435
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1436 PI : I am more contained
1437
1438 P5: yeah.
1439
1440 P2 : I am j ust wondering i f  w e are actually defining a purpose as w ell, to
1441 the silence, or to the purpose o f  the group. That that silence actually has a purpose
1442
1443 P8: I do feel quite, 11 think it sort o f  annoys me slightly that that maybe
1444 this is just the way, just the w ay that I interpret it that the fact that you are sort o f
1445 made to feel like we should be talking, um, you know when its sort of, when you do
1446 have um Sally saying ‘oh, so what does this mean, you know, what does this mean for
1447 people’, and its like, you know w e’ve .. . .
1448
1449 P3: It has to mean something
1450
1451 P8: ..had long enough now you’ve, you’ve got, you need to speak and and
1452 it’s a real, you know, it is our group, and w e could just sit here for an hour and a half
1453 and say nothing, (P3: yeah, I’m) erm, and I feel a bit, that pisses m e o ff  a bit (laughs)
1454
1455 P 3: When she says, ‘what does this mean’, I think, w ell it doesn’t mean
1456 anything (P8 laughs) it just means that w e haven’t got anything to say.
1457 P2: But but it does mean something for some people, I mean P7 you’re
1458 saying that it means for you, it’s a Way o f  o f  atuning in to what the groups about or or
1459 trying to disengage..
1460
1461 P3: But that still means, its still that she might start, for example E might
1462 not have anything to say at that time, it hasn’t got a you know interest neurotic
1463 meaning..
1464
1465 1:00:02
1466
1467 P2: Do you think that it means that that she’s feeling quite anxious about
1468 something?
1469
1470 Silence (3 secs)
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1472 L; I think, that this is going into theoretical orientation, but I think her Jb
1473 (P8: mumbles), her training is to interpret whatever is happening in the room, so she
1474 has to interpret i f  there’s a silence.
1475
1476 Group: mm
1477
J* ?  . . D °n t you think it ’s also, I feel like it, she she sort of, because her role
1479 is facilitator, that she she’s doing that to facilitate, but I don’t know i f  it’s necessarily
1480 meant necessarily doing what what she erm you know whether it is facilitating. It’s
1481 very difficult to facilitate something that has no, sort o f
1482
1483 P2: ??it’s very ...structural
1484
1485 P7: I've found m yself more thinking about clinical cases now, than I used
1486 to when I first started attending the group and sort o f  thinking, I mean as a recurrent
1487 theme, thinking that to m yself that that’s what the group is about it’s discussing
1488 clinical issues and things, erm, and I think, I don’t know i f  it was in the last session or
1489 just recently someone was som eone sort o f  highlighted the fact that w e don’t
1490 necessarily have to be talking about clinical issues, w e could be having humour or
1491 talking... I don’t know using the group differently to that and erm
1492
1493 P3: Do you actually think that happ, is that something that reoccurs talking
1494 about clinical issues? Because I don’t feel like that happens very much
1495
1496 P6: I don’t
1497
1498 P2: I think the main thing is moaning about the course
1499
1500 Group: Yep
1501
1502 P7: I think clinical issues are quite often there, I feel that that is what I
1503 ought to be bringing in, quite often when I’ve got something to talk about, that might
1504 be it, clinical
1505
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1506 P8: Is that more your expectations rather than your experiences?
1507
1508 P7: yeah
1509
1510 P1: I'd agree with you, I’d like to do that, but I just feel that there isn’t
1511 actually the space, I’m saying there’s no space, but w e have all that silence.
1512
1513 Group: laughter
1514
1515 P1: but I just think that the group is now moulded into that into a moaning
1516 group, as opposed to a (P8: mmm) som e form of, you know, clinical reflec, w ell
1517 reflection on the work you are doing and reflecting on som e clinical case that you
1518 have.
1519
1520 Group: Mmm Mmm
1521
1522 P5: I remember right at the beginning I talked about a clinical case and I
1523 look back on that and think sometimes think God why did I ever talk about that
1524 because it seem s really like o f f  what the rest o f  the group has been since then and I
1525 kind o f  think you know maybe I shouldn’t have mentioned it
1526
1527 P6: It s interesting that you went o f f  at a tangent and now you feel that you
1528 couldn t go o f f  at that tangent and talk about a clinical case.
1529
1530 P3: It does still happen, it’s just not the kind o f  core, because I think P2
1531 bought something clinical recently ab ou t...
1532
1533 P7: it’s more theme
1534
1535 P3:
1536
1537 P7:
breaking confidentiality, but it does feel like it’s rare.
Right I think, I think it’s more sort o f  yeah it’s broader than that, it’s
1538 more about issues and themes than actually a ca, maybe I shouldn’t have said a case.
1539 Yeah I was thinking a bit more broadly in terms o f
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1540
1541 P3 : Like supervisors and placements
1542
1543 P7: yeah
1544
1545 P2: So basically er Wednesdays, Thursdays and Fridays as opposed to
1546 Mondays Tuesdays
1547
1548 P7: yeah
1549 P2: and then no Saturday Sunday
1550
1551 P3:
1552
yeah there is very little Saturday Sunday
1553 Group: Mmm, laughs.
1554
1555 P5: That’s what 11 think that’s a recurrent theme in itself, in that there is er
1556 generally a lack o f  reflection on the interaction between our personal lives and
1557 professional lives
1558
1559 P7: yeah that’s
w-.
1560
1561 P5: Although occasionally w e do go there briefly
1562
1563 P6: But when we go there, still talking about sort o f  our personal lives something
1564 social, it feels almost wrong like we shouldn’t be going down that road.
1565
1566 P5: I don’t mean social..
1567
1568 P6: right
1569
1570 P5: .. when I say personal erm..
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1571
1572 P6: you mean more..
1573
1574 P5: ... because when we do talk about social, social, as in events w e may
1575 be doing together as a group, I feel very uncomfortable about that (P6: right). I meant
1576 personal as in difficult things that might be going on for us and how that impacts on
1577 our placements, but erm
1578
1579 P2: So what is it about that that makes you feel so uncomfortable? About
1580 about talking about sort o f  social..
1581
1582 P5: Social? Erm, for me it er I don’t think that that’s the forum for
1583 arranging going out.
1584
1585 P3: I feel a bit uncomfortable with it too
1586
1587 P5: I think it’s also, it’s also because Sally’s w ell uncomfortable with it.
1588
1589 P3: yeah I do agree (P5 & P3: laughter).
1590
1591 P5: feel those vibes ^
1592
1593 P3: I can feel her g o in g ‘m mm ?’
1594
1595 P7: w hy should that.
1596
1597 P6: I don’t feel uncomfortable at all talking about
1598
1599 P2: no
1600
1601 P7: yeah w hy should that be a difficult
_ 2 3 1
Qualitative Research
1 6 0 2
1603 P3: you’re right, because you know (P5: yeah) it should be our decision
1604 about what the group does (P5: Mmm, yeah), but I feel she disapproves.
1605
1606 P8. yeah I know I I’d have to I’d have to agree with you.
1607
1608 PI: laughs
1609
1610 P8: Mmm
1611
1612 P2: So she..
1613
1614 P5: Or perhaps that’s about m e feeing uncomfortable because I know she is
1615 feeling uncomfortable. It makes m e a bit edgy.
1616
1617 Group: laughter and mumbles.
1618
1619 P 7 : . So I just wondered whether m y thinking about, where I need to be
1620 talking about clinical issues is linked into that, is that, it’s around expectation o f  what
1621 the group should be about.
1622
1623 P 2 & P 8 : Mmm.
1624
1625 01:05:00
1626
1627 P7: So you’re saying there are things that shouldn’t be discussed and I sort
1628 o f  feel yeah.
1629
1630 P5: Whether they should or shouldn’t, I don’t know but my..
1631
1632 P6: Mmm
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1633
1634 P3 : So what do you think are the kind o f  bread and butter themes that are
1635 discussed? Apart from the gen, I mean when w e say moaning about the course, does
1636 everyone agree with that?
1637
1638 P2: yeah
1639
1640 P8: yeah, problems
1641 P4: I agree
1642
1643 P3: And what does that mean? Moaning about..
1644
1645 P5: The academic workload I think, the erm
•1646
1647 P2: Tutors
1648
1649 P5 : The tutors and their roles and whether they are fulfilling them
1650
1651 PI: The lack o f  communication, the lack o f  organisation
1652
1653 P2: Lack o f  car parking
1654
1655 Group: Laughter & mumbles.
1656
1657 P6: Basically everything negative about the course.
1658
1659 P3: Do you think any o f  it’s valid?
1660
1661 Group: Laughter, yeah
1662
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1663 P3: W ell, because the word moaning makes it sound like it’s not.
1664
1665 P5: I’ve I’ve never even considered it as moaning, until som eone said that
1666 today. I thought it was just erm talking about it, (laughs).
1667
1668 P3: Mmm
1669
1670 P2: Mmm
1671
1672 P5: I didn’t pick up that.
1673
1674 P8: I wonder whether or not it’s because people don’t feel you know
1675 maybe maybe it gets brought there, because people don’t feel like its really taken
1676 seriously when you take it to other forums, where it should be (P3: mm). So you take
1677 it to the team trainee meeting and where you, you know where you go to erm to see a
1678 clinical tutor or whatever and nothing’s done and so maybe that’s w hy it com es, that’s
1679 why it reoccurs in the group because there isn’t anywhere else.
1680
1681 P2: But, but i t .
1682
1683 P8: ...for  it to feel heard
1684
1685 P2 : But it’s such an effort for people to say, w ell you know that’s a really
1686 negative experience but I had a positive one (P8 & P3: mmm) and there are you know
1687 a lot o f  positive experiences that I hope that people get from interactions with the
1688 course team, the course and academic work (P8: mm), but it just gets lost.
1689
1690 P5: I think w e did do that a bit more earlier on didn’t w e in the in the..?
1691
1692 P2: It was a strain wasn’t it?
1693
1694 P5 : We had that w e had that w ay I guess maybe that it was that people had
1695 more o f  a bank o f  positive experiences and (P8: laughs) and now peoples’ have kind
1696 o f  swayed one way perhaps
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1698 P3: But it’s the same with erm kind o f  other stuff, like clinical issue, like
1699 Wednesday, Thursday, Friday issues (P5: laughs), erm, like last w eek I had some
1700 wonderful experiences with clients, I’d never feel that I could com e along and say
1701 hey I had this fantastic session, I feel so chuffed (group: mmm), this girl you know
1702 she said she doesn t need to com e back and see me again, yey! ’ I would never feel
1703 comfortable in the group saying that.
1704
1705 P6: N o.
1706
1707 P8: Do you think that’s because o f  our, just our, our very, our I just feel
1708 like w e are w e come from a society that’s like much more problem focused and our
1709 nation is much more, you know you’ll criticise people rather than build them up, not
1710 really so American (P3: laughs), everyone’s great man!
1711
1712 P6: And perhaps, erm, you’d feel anyone might feel that i f  they came along to
1713 present a positive outcome o f  something that perhaps they shouldn’t be doing that
1714 they shouldn’t be highlighting....
1715
1716 P3: W ell I’d feel that, what happens i f  som ebody’s had a really awful
1717 experience, I’d be rubbing their nose in it. That’s why..
1718
1719 P6: yeah.
1720
1721 Group: mmm
1722
1723 01:07:50
1724
1725 P7: Do you feel that w e have, erm, much discussion about the negative
1726 clinical issues there are, or is this just me?
1727
1728 P8: More so than the positive clinical issues I think. I think w e just tend to
1729 have more discussion about negative everything...
1730
1731 P6: yeah
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1732
1733 P8: .. .than w e do positive.
1734
1735 P5: (To P8) What kind o f  negative clinical issues do you mean?
1736
1737 P7: Erm, difficult experiences in clinical situations
1738
1739 P5: so on placement
1740
1741 P7: yeah or yeah just on placement in general. W ell I think that we have
1742 some erm and and they can be quite and they can be really useful erm, what do other
1743 people think?
1744
1745 P4: I just
1746
1747 P8: can I just, I’ll be really quick? (Group:laughs) I think that it must get
1748 brought up in a negative sense and then you might get a positive experience i f
1749 someone i f  someone is sort o f  responding to the fact that som eone has had problems
1750 or whatever that’s where the positive comes in, erm, sometimes.
1751
1752 P7 : Right, so it’s to gefsom e sort o f  erm balance, feedback on, on what
1753 your experience was
1754
1755 01:09:00
1756
1757 P8: yeah. I sort o f  feel yeah, I feel that, w ell I don’t feel that many positive
1758 issues come up first (P3: mm) and then people talk about negative issues as a result.
1759
1760 P 3: Positive ones are not important enough to bring up ...
1761
1762 P8 : Positive ones might come up in relation to, w ell you know, er this
1763 might have happened to you, but I had this experience where it went this way. Er like
1764 say with, um not talking not naming names but say like sort o f  experiences with erm, I
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1765 know it’s not placement, but with clinical tutors that people might have had negative
1766 experiences with a member o f  staff or whatever and people w ill then bring up, oh no I
1767 actually had a positive experience. But it doesn’t seem to happen the other way
1768 around.
1769
1770 Group: N o, no.
1771
1772 P7: And what about, does anyone else have a view  on clinical placement or
1773 clinical cases?
1774
1775 PI: W e do, I think there is that theme o f  clinical placement probably once
1776 every six months when it com es to the rotation...
1777
1778 Group: Mmm
1779
1780 PI: . . .when w e have a quick oh this is where I’m going this is where or or
1781 w e haven’t heard where w e are going, so that does com e up every so often.
1782
1783 P8: y td k i  ( C o u l d  n o t  h e a r  th e  r e s t  o f  s e n t e n c e )
1784
1785 P6: I’d like it to com e up more, I’d like us to be able to talk more about clinical
1786 issues or you know cases, positive-or negative. It doesn’t seem  to com e up that much.
1787
1788 01:10:10
1789
1790 01:10:10
1791 P2: It seems so strange that w e are teaching our clients who are depressed not to
1792 attend to all the negative things in their lives and actually that that’s part o f  depression
1793 isn’t it that our memories are biased towards negative and that actually that’s exactly
1794 what w e do in the group w e just attend to the negative and it’s a real its really hard to
1795 attend to the positive and its almost have to train.. .you know som eone almost has to
1796 say you know can you not think o f  anything positive you know its really unnatural to
1797 do it its almost quite Aen
1798
1799 P7: So its something that w e are not used to doing maybe then rather than....?
1800
1801 P2:It seem s quite sort o f  two faced in a way....not two faced that’s a silly  word to use
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1803 P8: Practicing what you preached?
1804
1805 P2: Yeah kind of..
1806
1807 P5: But then I feel sometimes it feels a bit forced that people feel obliged for us to
1808 think about the positives
1809
1810 P2: But B u t . . .
1811
1812 P5: And I find that really irritating actually that sometimes everyone’s like ..come on
1813 come on there must be something and its like w ell actually things can be just crap on
1814 their own and they can just be crap and they cant be ...
1815
1816 P3 : mm yeah ...  .1 do agree with that
1817
1818 P2:1 don’t agree with that
1819
1820
1821 Everyone laughs
1822
1823 P4:1 think it’s a bit to do with theoretical orientation because what you were saying
1824 P2 about you know that’s what we teach our clients w ell year from a cognitive
1825 behavioural orientation w e do but from a psychodynamic perspective you don’t and
1826 its like yes this is really bad ...
1827
1828 P5: Its about tolerating
1829
1830 P3: Yeah
1831
1832 C ... though it kind o f  depends. I think I am right in assuming that most o f  us have
1833 done probably more CBT than wediave psychodynamic work. I would certainly sort
1834 o f  go along with thinking about it in that but on the other hand you know there are
1835 other ways o f  thinking about it
1836
1837 Everyone: mmmms o f  agreement
1838
1839 P2: that’s a good point
1840
1841
1842 01:12:01
1843
1844 P3 : 1 just wanted to say though when I was agreeing with you (looks at P5) I think
1845 that’s true sometimes it does feel false but... its alm ost... its really difficult finding a
1846 forum for speaking about positive things because it doesn’t feel lik e .. .well I don’t feel
1847 like I can bring m y positive things to the group..nobody would ...
1848
1849
1850 P2: And I and I just feel like when I am in there you know it does feel like .. .you
1851 kn ow ... a room for o f  depression and bad things uhmm that it drags me down and
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1852 you know part o f  m y experience on m y placement is actually really positive (many
1853 mmms yeah) and I want to be able to say that and I don’t want to b e .. .som e people
1854 bring problems which need to ... well i f  they want to share that thing they really
1855 should.. I think it would be really valuable but ....you  know w e just have to buy into
1856 this depression as a big year group and every time w e walk out o f  there I just feel
1857 really knackered down and
1858
1859 PI: I dunno . .I  do find every so often it takes ..well sometimes just its me who says
1860 w ell snap out o f  it because its not everything’s that bad there is something nice out
1861 there w e do have holidays com ing up, there are positive elements to what w e are
1862 doing and every so often within the group the group needs reminding o f  that w e do 
863 have some,., there are occasions when the group is in hysterics (P8: mmm. Mmmm
1864 yeahs from the group)and I remember there was one session where there was about
1865 five minutes o f  hysterical laughter
1866
1867 P3: I always know..
1868
1869 P2:I thought there was something else going on there m yself (laughs)
1870
1871
P3 : 1 don,t think its real laughter, happy laughter... I feel its som etim es nervous or
1873
1874 P5: anxious
1875
1876 P3 : anxious ...I  think hysterical in the real sense o f  the
1877
1878 Everyone laughs
1879
1880 P 1 : You mean side splitting and yes
1881 
1882
f 6: Baek t0 îhe uhmm ne8at-  just thinking about the point about the negative (many 
1884 laugh)! was just thinking that perhaps that sometimes w hy I don’t feel very engaged
10 %  I” 1116 S'"011? because I’ll go in  feeling fine and not that stressed and quite positive and
1886 because the group seems to be focus on this big negative atmosphere and H ow
, I I I  stressed are w e ? W e couldn’t be any more stressed I feel a but disengage (mmmm,
1888 yeahs) ’
1889
1890 P2: yeah feel knackered
1891
1892 laughter
1893
1894 01:14:11
1895
1896 P6: like Oh M y God I cant be bothered to be here and can som etim es start you
1897 know., thinking about other things
1898
1899 Mmm
1900
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P8: Do you think that that’s largely as a result... Fm  just sort o f  wondering I know its 
going back to another— do you think that’s largely because you know maybe the 
people who take on the sort o f  more dominant roles that’s what they use the 
group.. .that’s what they feel better about., you know i f  they go and offload all their 
problems and they leave feeling, you know feeling much w ell (P6 ; Yeah maybe) 
maybe people who don’t take such dominant roles maybe they don’t you know that’s 
not what they want to use it for they get they don’t get anything out o f  that (P6: mmm  
Yeah) maybe that s there fault for not taking a more dominant role but they’re 
partially responsible for that
P5: M y experience is quite different because I ..sometimes I do leave feeling a bit 
miserable and god what a nightmare but generally I find that I don’t and.. .1 leave 
feeling as I entered, you know what I mean ... but I find that that’s m y space to feel 
stressed and hear about everyone else feeling stressed and .. .that’s where., that’s 
where I .. ..maybe what I see the purpose o f  it is ..that’s m y time..that’s m y hour and a 
half o f  umm being pissed o ff  with the course and stressed with everybody and life, 
and then I don’t normally allow m yself any time for those kind o f  thoughts ..at any 
other time
P4: Is that like a conscious decision?
P5: No.
P4: N o
P5: I’m just thinking about it now  
P4: Right
P5. hearing about other peoples experiences and thinking God that doesn’t sound 
anything like mine
P8: N o I think mine I think...
P2: It sounds like a very valid use o f  the group
L : I w ish it could be that I dunno whether I’d be able to b e ... Very controlled
P8: Cos I feel like that cos I feel like that I feel like I remember having com e out 
having being told yeah that people say they feel terrible and I actually feel a lot better
01:16:04
P2. (directed at P5) But then but then what happens for 2 weeks i f  i f  you are not 
stressed?
2 4 0
Qualitative Research
1952 P5: (In a whisper) that’s quite rare!
1953
1954 Everyone laughs
1955
^2" I don t feel stressed with the course I feel stressed with clinical work
1958 P5: Yeah Maybe its just that’s m y stress time not necessary stressful often it can be
1959 that we w ill talking about stress it might be bad management on m y part in that I
1960 don’t manage that stress that at other times when I should do
1961
1962 P6: Sometimes I’m in the group thinking I should be more stressed (P2 and P5
1963 laugh)that I am not stressed enough
1964
1965 P3 . yeah I feel that as w ell thinking I haven’t been thinking about it
1966
1967 P2: That’s true
1968
1969 P7: Can be quite surprising sometimes
1970
1971 P3 : 1 am just aware o f  the tim e.. .whether w e should go on? D o people want to talk
1972 about this a bit more or go on to theoretical orientation?
1973
1974 P7: A ny more recurrent themes?
1975
:Is there anything else about recurrent themes w e need to talk about?
1978 P6. Im just aware that I took ummm I went back a theme you were talking about
1979 laughter being one o f  the current themes
1980
1981 P8: I’m thinking just thinking umm about the fact that what can happen quite often I
1982 don’t know how recurrent it is is ....w hen  people do talk about quite serious stuff it
1983 sort o f  seem s to get to a point and you know and then humour w ill be brought in
1984 really I never feel like it i f  you touch on anything that might be..might be a bit meaty
1985 it just seem s that people don’t want to talk about it som eone w ill make a Joke or I am
1986 sure I am guilty o f  doing that
1987
1988 P2: I’m sure I am guilty
1989
1990 P8: they don’t want to they don’t want to go so deep
1991
1992 P5:1 think that’s w hy w e talk so much about the course team and academic work and
1993 things (mmm yeahs from the group) because its an easy subject to talk (mmm,
1994 yeahs) about and people aren’t particularly embarrassed or it doesn’t touch personally
1995 really with many people where other things that do get brought up briefly like silence,
1997 1 f° r ° ne’ is somethinS that people have more personal hang ups about
1998 01:18:14
1999
2000 P8: Yeah.. Its not so threatening
2001
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2002 P5: yeah its threatening
2003
2004 P8: to other people
2005
2006 P5: Yeah and that’s why it doesn’t get brought up
2007
2008 P6: and I find that quite interesting that w e are sort o f  united at being against the
2009 course and one things I have found quite interesting is that compared to other groups
2010 such as m y supervisor said in some o f  her groups people were getting up and being
2011 really aggressive at each other and there s none o f  that in rather than being aggressive
2012 at each other w e seem to be focusing our aggression on the course team it really gets
2013 filtered o u t .. .there’s been no sort o f .. .I’m not saying I want one (people laugh
2015 bUt there’S n0 confi'ontation in the group which for a year and a h a lf is quite
2016 P4:1 think that’s something she has picked up on
2017
2018 P6: Yeah
2019
2020
2022 ^  W ell maybe (looks at P6) when w e feed back this research w e might be able to get
2023
2024 P3 : An argy bargy going (laughter)
2025
2026 P5: Spice it up a bit (people laughing)
2027
2028  P 7: She’s talked about taking risk and and talked about conflict in that wav I think
2029 hasn’t she
2030
2031 Mmm yeah
2032
2033 P3: that’s been another chasm moipent
2034
2035 P8: D o you think that’s to do? D o you think that’s to do with people feeling .. not
2036 feeling safe enough to disagree or to challenge peop le ... I think that has got a lot to
2037 do with the size ( P5: yep ).. .1 think people are more inclined to ..... and I think also
2038 the other thing that is difficult is that i f  people wont i f  people don’t talk and you take
2039 an issue with people who don’t talk D o you know what I mean H ow  do you have a
2040 complex about that
2041
2042 P6: People who wont give you an answer back really
2043
2044 Mmmm silence
2045
2046
2047 01:20:06
2048
2049 P2: Do w e need to m ove on to the last subject?
2050
2051 P5: H ow long have w e got?
242
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2052
2053 P3 : Its half past
2054
2055  P5: And what time are we due to finished?
2056
2057 P3 : Quarter to ...
2058
2059 P4:Do w e want to leave a bit o f  time at the end for th e ...?
2060
2061 P3: Shall w e talk for ten minutes about theoretical orientation?....Do w e feel there is a
2062 theoretical orientation?
2063
2064 P2: Yeah
2065
2066 P3 : Yeah?
2067
2068 P6: would you like to....?
2069
2070 P2:1 th in k  brings her training..brings her training in that.. .1 mean shes never told
2071 us,shes never told us about it but w e can make an informed guess that shes quite
2072 psychoanalytic that may be is m y assumption I think its very hard to know whether
2073 its actually us as a group impinging that process or whether its her w ay o f
2074 interpretation and some o f  her language seems to com e from
2075
2076 P8: I feel her language is a real give away
2077
2078 P3 : Rather than th is... because she takes quite a passive role I m ean ... rather than
2079 that I think its her use o f  metaphor
2080
2081 P5: mmm
2082
2083 P7 : I f  w e are coming from more o f  a CBT background it might be quite useful to have
2084 someone from a different orientation w ho’s facilitating cos its sort o f  brings a new
2085 ummm perspective o n .. . .the discussion or what’s going on in the group
2086
2087
2088 P5: See I think she psychodynamic, psychoanalytic whatever u want to call it but I
2089 don’t feel the group is as a whole. There’s a difference...
2090
2091 P7: Maybe its that difference you know is quite helpful som e times for sort of, pause,
2092 bringing a different view
2093
2094
2095 P4: Are you saying that the group is isn’t
2096
2097 P5 : 1 don’t think the group has an orientation at all really
2098
2099 PI : I don’t think its ever been made explicit I think thats probably one o f  the
2100 difficulties.
2101
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2102 01:21:56
2103
2104 P5: I don’t think the group has an orientation at all really.
2105
2106
2107 PI: I don’t think it has ever been made explicit, I think that that is probably one o f
2108 the difficulties, is that, in the same way that w e don’t necessarily all recognize the
2109 same purpose, w e don’t recognize the model.
2110 
2111
2112 P7: I think that someone was saying before though that w e are more CBT
2113 orientated in that we sort o f  tend to go for problem solving type support, when
2114 someone has an issue that they have brought. I can’t think o f  another example but
2115 problem solving and thinking about...
2116
2117
2118 P2: It’s definitely not narrative or ...
2119
2120
2121 P7 : Negative automatic thoughts
2122
2123
2124 P3: Solution focused.
2125
2126
2127 Some: (Laughs)
2128
2129
2130 P5: I can’t see the explicit CBT nature though because I can’t ima..
2131 remember ever talking
2132
2133
2134 P3: I don’t think it is obvious n o ...
2135
2136
2137 P5: About cognitions or ...
2138
2139
2140 P3: no but people might say ...
2141
2142
2143 P2: N o, I think it’s..
2144
2145
2146 P3: Someone might say what their experience was and how they felt. And
2147 then... you know we want to kind o f  think w ell what did you make o f  that... what
2148 w as... I don’t know i f  anyone would say what thoughts were going through your
2149 head but w e are trying to find out. But also rationale for... It’s not strictly CBT but
2150 it’s more that than anything else.
2151
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2152
2153 P4: A  were you saying som ething... different then?
2154
2155
2156 P2. I think I was grumbling actually, (all group laugh) I don’t know I mean it
2157 seem s very problem focused and very much staying with the negative emotion which
2158 seem s to m e to b e ...
2159
2160
2161 P7: More CBT?
2162
2163
2164 P2: Not CBT..
2165
2166
2167 P8: More psychodynamic.
2168
2169
2170 P7: But problem focused...
2171
2172
2173 P2: More psychodynamic, about... you know, let’s (draw??) on each other
2174 about how  bad that is
2175
2176
2177 p 3: But when w e give each other support...
2178
2179
2180 P2. and then let s offer a few , a bit o f  support, but where as i f  it was more
2181 narrative...  you w ould...
2182
2183
2184 P8: It might be easier to talk about actually, to talk about things i f  it were
2185 more narrative because I think that that is the problem, i f  it i s . .. i f  people do feel that
2186 it is very psychodynamic and that ‘ok, w e  are staying with the em otion’ but no one
2187 feels safe enough to talk about that so... But because you are in like, such a large
2188 group, I know it is not supposed to be therapeutic, it’s not supposed to be ‘a therapy’
2189 as such but I don’t know, it is a bit weird, it doesn’t really fit. You would never think,
2190 oh right, yeah, I’ll do, I’ll use the psychodynamic approach with a group o f  24 people
2191 would you? (laughs)
2192
2193
2194 P3: How would you contain that?
2195
2196
2197 P8: Yes.
2198
2199
2200 P6: It’s quite interesting, that w e are quite confused as to what the
2201 orientation o f  the group is, because Sally has probably been, i f  w e say she i s . . .  and I
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2202 think as well, I would agree that she seem s to come from a psychoanalytical approach
2203 and i f  w e say she has been doing that for sa y ... I don’t . .. say oh, 30 years
2204
2205
2206 All: (laugher)
2207
2208
2209 P6: .. .or something, then she is really grounded in that approach. And we
2210 are all trainee s and we are all learning different approaches. And learning what is
2211 sort o f ... having a taster o f  all different approaches. So I think it is quite sort o f ...
2212 reflecting on that is quite interesting... That w e are not sure what the group is,
2213 whereas she is probably, in contrast, quite clear you know psychoanalytic, you know
2214 is her orientation.
2215
2216
2217 P4: So something I think it is really interesting is the fact that, as far as I
2218 am aware, no one has actually asked her. She hasn’t told us but w e ... no one, I don’t
2219 think anyone has asked her about her training.
2220 
2221
2222 PI: She doesn’t seem to give too much away anyway. I just get that
2223 impression. In the same w ay w e ... I think that was someone e lse ’s question about
2224 “What do you think about what w e are sayin g .. .what do you think about what w e are
2225 doing? A n d ... I don’t know her response, I am pretty sure there wasn’t one it was
2226 it’s . . .
2227
2228
2229 P2: She felt quite uncomfortable about that I think she did..
2230
2231
2232 P3: She did give one though.
2233
2234
2235 P2: She started to give a lot more.
2236
2237
2238 P8: She said something about... because w e asked about what the group...
2239 how w e were like as a group.
2240
2241
2242 P6: How the group was going.
2243 :
2244
2245 P8: How we would b e ... what sort o f  group.
2246
2247
2248 P3: She was quite positive.
2249
2250
2251 p 8: Yes, she did say something quite positive. But didn’t really ...
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(laughs)
It was a bit o f  a political answer.
Yeah, in a non-committed kind o f  w ay (laughs)
I was just thinking though as w ell that maybe because these days you
2264 know a lot more clinicians seem to be far more eclectic in their approach and things...
2265 The group i s . .. you know ... maybe that is why it is quite difficult to work out what is
2266 going on because people d o ... you know ...a ll different people who are part o f  that
2267 group have different you know ... knowledge o f  different models and different ideas
2268 about h o w ... different explanations as to w hy things are happening, different
2269 interpretations and maybe that is w hy it is... it is a bit confusing som etim es because
2270 people are sort o f  offering...but then I think that is quite... I think that is quite...sort
2271 o f  good in terms o f  professional development and sort o f  learning.. . i f  you can look at
2272 things from ... you know, might not realize that you were doing it ... because it might
2273 not be so blatant, but you know the fact that people do offer interpretations that might
2274 be based o n ... different models and different perspectives.
2275
2276 P5: Can I ask you a question P2? In that you said, that you think the group
2277 is quite psychodynamic and you also think that the facilitator is and do you think the
2278 group is because o f  the facilitator.
2279
2280
2281 P2: I don’t know, but...
2282
2283
2284 P5: Do you think she influences us?
2285
2286
2287 P2: I think she does, yes, I think certainly some o f  her reflections do. But I also
2288 think sort o f  assuming that w e need to have a group is actually psychodynamic in
2289 itself, where as CBT you wouldn’t make any assumptions. If  som ebody com es and
2290 says, you k n o ... I want to be in that group, then you can do CBT with them, can’t
2291 you? So the very nature o f  us having to go to it, I think is quite psychodynamic in
2292 itself.
2293
2294
2295 P5: The set u p .. .kind o f  thing... (nods)
2296
2297
2298 P2: So it is quite set up, like that I think. And yeah, I think that som e o f
2299 her interpretations are... her use o f  s ilen ce ... whereas I am sure i f  you were to see like
2300 a ...e r ... system ic... they break people up and make, I mean, it is just m y
2301 assum ptions... use flip charts... it would be very a different experience, I would have
2252
2253
2254 PI:
2255
2256
2257 P8:
2258
2259
2260 PI:
2261 
2262
2263 P8:
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2302 thought. And I am not sure how different theories would actually apply to a group
2303 with no purpose. I don t know how you would do CBT on a client with no problem
2304 (huh).
2305
2306
2307 J & others: (brief laugher)
2308
2309
2310 P2. — Or for no reason to be in therapy, whereas I am sure that with
2311 actually psychodynamic you can interpret absolutely everything that is going on. I
2312 think, I personally think it has to be psychodynamic for it to work
2313
2314
2315 P6: I wondered...sorry
2316
2317
2318 P2: Or client centered...
2319
2320
2321 P6: Just thinking... H o f  your... sort o f  taking your... you know ... our
2322 previous expectations... before w e started the group, I wondered i f  people thought it
2323 was going to be psychodynamic before.. .the group stared. I f  w e say it was a ll... run
2324 psychodynam ically.. . i f  w e think that...
2325
2326 PI: I didn’t at a ll... I really thought it was going to be almost like, almost
2327 an academic orientation. It was going to a part o f  a learning experience as opposed to
2328 a therapeutic type group.
2329
2330
2331 P5. I was just thinking... I thought it was going to be like a support
2332 group...  and then I was thinking ah w e ll... so that w on’t be any orientation. But then
2333 actually thinking back, m y previous support groups have all b een ... run by a
2334 psychodynam ic... facilitators.. .so that is really in .. .1 never twigged that though until
2335 just then.
2336
2337
2338 P2: Yeah, I thought it would., be a lot more structured,
2339
2340
2341 P3: Yeah.
2342
2343
2344 Several: Umm (nods).
2345
2346
2347 P2: About, you know, one person presents a ca se ... and w e reflect on that
2348
2349
2350 P3. I didn t think it was about presentation but I did think there was
2351 going to be m ore... kind o f  practical hands o n ... kind o f  work... in . .. know... deciding
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2352 what tasks to do in little groups or something like that. But after the first session I
2353 knew ...
2354
2355
2356 All: (laugh)
2357
2358
2359 PI: (“was set..”??)
2360
2361
2362 P8 : (.. .very aware”??)
2363
2364
2365 P6 : I thought w e would be able to m ove the chairs more but i f  w e suddenly
2366 m ove the chair.. .turned our back...
2367
2368
2369 P8 : I ju st...1 just yeah ... I wonder say i f  you didn’t want to ... say i f  you
2370 felt it was very psychodynam ic... what is stopping anyone from saying “w ell right
2371 let’s take a you know” . . .take a more system ic approach.
2372
2373
2374 P7: Sorry... i f  it is a group with out a purpose then., yeah ...
2375
2376
2377 P8 : But what stops everybody from doing that.. .no o n e ...
2378
2379
2380 P6 : I feel w e are not allowed like she is um m ... has maybe got a parental
23 81 role, you k n ow ... where you haven’t been given permission to do that.
2382
2383
2384 P8 : I think that is a very sort o f  representative o f  how  a lot o f  people feel
2385 on this course, that th is .. .w e sort o f . .. you know ... ‘infantalised’ com es up a lot. You
2386 know feeling that “you are not really allowed to ...”
2387
2388
2389 P3: I think w e have brought a lot o f  that on ourselves though...
2390
2391
2392 P8 : I think it is a combination o f  the two. But I think w e let ourselves be
2393 treated like that.
2394
2395
2396 P5: I think it is fear o f  each other as w ell though, not just fear o f  her
2397 reaction. But i f  you suddenly did something that you had never done before...it
2398 would be lik e ... what everyone else would say ... or do ... o r ...
2399
2400
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2 4 ° 1 P3: I am just aware that it is almost time so I think w e should have
2402 our la st... reflections.
2403
2404
2405 P8 . (to P2) Did you want to say something because you w ere.. .like
2406
2407
2408 (??): gasping for air...
2409
2410
2411 PI: N o ...  I was ju s ...
2412
2413
o/mc ^  . I f  anyone wants to say som ething... they had a burning desire
2415 to say something and they hadn’t managed it.
2416
2417
l 4. \ l  P1: 1 have got m y ...I  d o ...I  have actually felt that this little focus
f " *  group that w e have had h as.. .(laughs)... been probably the most positive experience
2420 o f  the reflective practitioner group.
2421
2422
2423 Some: umm (nods)
2424
2425
2426 PI: In that I have actually been able to see it in a more positive ligh t.... It
2427 is actually quite constructive and... it does serve a certain purpose. N ot that w e  all
2428 agree on the same idea.... but there are themes there which I believe I can take
2429 something positive out o f ....
2430
2431
^   ^ think... I ... to be honest with you ... I have just been thinking as
2433 w e ll... um m ... that this is the sort o f  thing that, should really be discussed for a
2434 reflective practitioner group... these are sort o f  discussions that I think, that w e should
2435 be having and I wonder then whether it is just the fact that it is  such a big group.
2436 A lthough... combined with that is the fact that everybody who came here because
2437 they wanted to talk about it, so that at least you know that everybody is interested in
2 4 3 9  taUdng about i t  W W eas you don’t think that.. .you feel that... in ... the big group.
2440
2441 Some: (nods)
2442
2443
2444 P5: The very reason w h y I wanted to do this project was because I
2445 wanted to talk about these issues and couldn’t talk about them in the big group... and
2446 So I feel happy and relieved... that I have managed to say what I wanted to say and 
^ ally ...p leased  to hear all different perspectives and that has really opened up m y
2448 eyes to lots o f  different opinions about the group
2449
2450
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2451 P6: I find it interesting h ow ... w ell personally I find it a lot easier to talk
2452 within a smaller group... and h ow ... this group has been really interesting in talking
2453 about the bigger group.... But how it would be so much more beneficial i f  the group
2454 was about this s ize ...o r ...
2455
2456
2 4 5 7  P3: I just find m yself wishing that it was about this size, because I
2458 would feel much more comfortable bringing up lots o f  different things... i f  it was like
2459 th is ... and I completely agree with what you are saying...
2460
2461
2462 P 8 : . . .M uchm ore able to challenge people as well
2463
2464
2465 P3: Yep.
2466
2467
2468 P 8 : It is not... it doesn’t seem  threatening.
2469
2470
2 4 7 1  P2: I think had a ...e r ... different experience from you P I . . .  it is really
2472 good to hear that you now think about the group positively. N ow  I think I n ow ...
2473 think about it m ore.. .sort o f  negatively ...
2474
2475
2476 All: (laughter)
2477
2478
2479 P2. . . .  but I think that this has actually encouraged m e to want to do try to
2480 do something about m y own experience o f  the group... and to try to shuffle...or
2481 hopefully this research w ill be a really good w ay to talk about som e o f  these issues, so
2482 it has kind o f  encouraged me to. want to do something more about it. Whereas
2483 perhaps before I was actually disengaging from the group and thinking w e ll.. .o h ... I
2484 have got to go in. . .but now I have,.. .1 suppose I have still got to go in ... perhaps I can
2485 do something a bit different in th ere ...so ...
2486
2487
2488 PI: Can I ...I  don’t want to put too much pressure on you, but you were
2489 said you see it more negatively now,
2490
2491
2492 All: (Laughs)
2493
2494
2495 P 1 : Could you add more substance to that?
2496
2497
2 4 9 8  P2: ...M ore substance to that... erm ... er... I really don’t know
2499 what made m e think more negatively. Probably thinking about that you know ...
2500 there was a theoretical orientation from m y perspective, I firmly believe that there is
2501 and I kind o f  react to her saying that there isn ’t ... or for her implying that it is our
2502 group whereas really... I don’t think... it is our group. But I think that this discussion
2503 has m aybe... and especially the last thing about, well why can’t w e things i f  w e want
2504 to, and I suppose we can i f  w e want to ... so I have kind o f  work through that
2505 resistance a bit. And actually w e can do something about it
2506
2507
2508 P3: P4 and P7.
2509
2510
P4: Erm--- 1 found it really helpful...urn to talk about these th in gs...!
2512 thought it has been really interesting... I really do hope that we can ... can use this in
2513 the larger reflective practitioner group. And sort o f  see i f  we can have... explore these
2514 themes . ..a  bit m ore.. .but that you know la m .. .  I feel it has been very different. It
2515 has been much easier to talk in this s iz e ... group so. I suppose I am a bit concerned
2516 that might w e as a group take on quite a lot o f  responsibility now, to make changes
2517 within the reflective practitioner group. Have w e brought that on ourselves? You
2518 know not necessarily bad thing, but quite aware o f  that reallv
2519
2520
2521 P6 . I think a lso ... in relation to that have w e ... kind o f  som e way.. I am
2522 m yself feel lik e ... we are a llies ... w e all discussed this and I think it w ill change the
2523 group.
2524
2525 Som e (Laughs)
2526
2527
2 5 2 8  P3: That might be a great thing though.
2529
2530
2531 P5: A lso the fear that w e w ill be isolated as a group o f  eight and
2532 everyone m ight... gang up on us. ^
2533
2534
2 3 3 3  P1: We can’t be isolated when eight out o f  twenty four is quite substantial.
2537
2 ^ 3 8  P5: No, they might fear us and w e might fear them ...som ething
2539 like that I don’t know.
2540
2541
P *^ I just u m ... I think it is really useful u m ... to have extra ways
2543 o f  thinking about things... as A  was saying to sort o f  give you a bit more
2544 creativity...erm  help you start thinking h ow ... and also to notice h o w ...w e  might
2546 haVC SOrt ofbrought thinSs on ourselves as well, which I just find really fascinating.
2547
2548 Som e o f  group: (brief laughs and umms)
2549
2550
2551 P2. I think that is a really good point, that it is a really, really good learning
2552 experience so hopefully this w ill help personal development, so ...
2553
2554
2 5 5 5  P8: Y eah, maybe feeling more that you have more control over things, than
2556 before you just go along with them because you feel that... that is just the way it is,
2557 but that you can make a choice.
2558
2559
2560 P7. And that things like this are useful to make a sort of, yes,
2561 circular process o f  it, rather than just going on and on ...
2562
2563
2564 Som e o f  group: (brief laughs, yeah & umms)
2565
2566
2567 PI: group hug.
2568
2569
2570 Group: (laughs)
2571
2572
2573 Ends 1.37.14
2574
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Appendix 3
Process Diary
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Week 1:27-01-03
Eight trainee clinical psychologists came together as a group and decided to research 
the Reflective Practitioner Group (RPG). W e considered what questions we would be 
interested in exploring about the RPG.
Week 2: 03-02-03
The group devised a research question: T o  explore previous and current expectations 
and experiences o f the RPG’. We brainstormed topics we might wish to explore 
within this question.
We discussed what research design might be appropriate. Adrian suggested using co ­
operative enquiry. The various options we considered included:
•  interviewing a sample o f RPG members, either from our own year’s group or 
another year’s group;
•  interviewing each other;
•  running a focus group with a subset o f RPG members, either from our own  
year’s group or another year’s group;
•  running a focus group with ourselves as participants.
W e identified some relevant issues in choosing between these:
•  Taking participants from the third year was not ideal as their RPG ran along a 
different format to ours (not all trainees participated in it);
•  Taking participants from the first year was not ideal as, although their group 
had the same format as ours, they had only experienced being in the group for 
a relatively short amount o f time. There was a concern that the processes 
which we might be most interested in might not have had a chance to develop.
•  Taking participants from the second year seemed pertinent to our interests, but 
there was a concern that this might be disruptive to the RPG, for example 
through creating sub-groups. Although we recognised that doing the research
*
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at all would most likely have some effect on the group, given its confidential 
nature we wanted to minimise this.
•  Our interest in the RPG and its processes might mean running a focus group 
would be appropriate, as data would be generated through similar processes o f  
group interactions.
•  Co-operative enquiry seem ed to fascinate the group as method o f conducting 
research.
W e started to consider what our motivations and rationale for doing this research 
were. Personal motivations stimulated by our own experiences o f the second-year 
RPG seemed particularly salient. Each researcher seemed to have their own reasons 
for wanting to participate in the group’s research, and these are set out briefly below.
M y reasons:
•  In my experience o f the RPG, there seemed to be many more thoughts and 
opinions about the group than were explicitly expressed in the group as w ell as 
outside o f it.
•  As psychologists with the possibility o f using group work and group processes 
in clinical practice, research on the RPG provided a way o f achieving a fuller 
understanding o f group issues. Being members o f the group ourselves, we had 
a unique opportunity to achieve this from an ‘insider’ perspective.
t ' -
Others ’ reasons:
B:
•  Personal frustration towards the group process due to feelings that it was not 
fulfilling its potential;
•  To gain a greater understanding o f the purpose o f the group, as it had not been 
made explicit;
•  To have a role o f ‘challenging’ the group by doing the research.
D:
•  Curiousity about own and others’ thoughts and experiences o f the RPG;
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• To clarify the purpose o f the group, as there seemed a lot o f uncertainty about 
it.
F:
• Interest in helping develop an explanation of how the RPG is currently used, 
develop new insights, and define what the challenges are;
•  To understand the concept o f reflective practice and how we apply it.
I:
•  To explore own and others’ perceptions o f the RPG;
• To develop a positive approach to participating in the RPG.
K:
•  To discuss and understand group processes and RPG processes more 
explicitly, as this had not so far happened in the RPG itself.
N:
•  Curiousity about how others perceived the RPG and how they evaluated it;
•  Personal dissatisfaction with the RPG;
•  To identify what could happen to improve satisfaction with the RPG.
S:
•  Curiousity about the purpose o f the group;
•  Personal experiences o f struggling within the group with a wish to reference 
this with others’ experiences;
Week 3: 10-02-03
Following on from the previous w eek’s brainstorm, we extracted key topic areas from  
the larger pool o f topics o f interest, which we could use as a discussion guide. These
were:
1. Hopes and fears before the RPG’s first meeting
2. Roles (in the group, participation)
3. Recurrent themes (laughter, process, content)
4. Theoretical orientation (facilitator, agenda)
5. The RPG’s purpose
6. Personal learning
7. Safety
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We finally decided to use co-operative enquiry as our organising research approach, 
using a ‘researchers as researched’ method. That is, we would run a focus group with 
ourselves as both researchers and participants. Not only would this target the research 
at the second year RPG, but it was hoped it would also minimise indirectly disrupting 
the RPG. As we had already created a sub-group through deciding to do the research 
in the first place, by also assuming the role o f research subjects, no further sub-groups 
would be created.
Week 4:17-02-03
We decided to use a video to record the focus group, and discussed other practical 
aspects, such as booking an appropriate room. W e discussed literature searches which 
various members o f the research group had carried out, and allocated individuals to 
obtain relevant articles. At this point we realised that one tension in occupying both 
researcher and participant roles centered around how much and what type o f  
knowledge each held. Som e members were concerned that by reading and discussing  
literature on relevant topics to our research, such as on group processes, reflective 
practice, and so on, external ideas would infiltrate and affect the data produced in the 
focus group, thus producing a picture o f the RPG which was less ‘real’ and more 
‘stereotyped’. Some members were further concerned that even discussion about the 
RPG whilst we were preparing the procedural details o f the research might 
contaminate the focus group discussion, and make it less fresh and real. These issues 
were debated at several points- prior to holding the focus group. However, whilst 
these anxieties were recognised, it was also acknowledged that it would be im possible  
to keep our experiences o f the RPG as subjects o f research entirely separate from  
these same experiences as directors o f research. W e decided this dual knowledge was 
an inevitable part o f our research process, but being aware o f it would help us 
recognise its influence. For example, w e then decided only to proceed with reading 
about methodology and analysis, rather than about group processes.
Week 5: 24-02-03
W e began to consider how the process and content o f the focus group would unfold. 
On Adrian s suggestion, rather than having specific questions aimed at uncovering
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participant’s ideas and experiences around certain topics, it was decided to keep them 
as topic areas to guide discussion. W e felt confident that each group member would 
be able to use just these key words to stimulate conversation. The list o f topics was 
narrowed down to four (items 2,3,4 and 5 from above).
Given our growing interest in the focus group, members also felt that they would have 
a lot to say. A maximum discussion time for each topic, o f 20 minutes, was therefore 
agreed. Further, it was also felt important to have 10 minutes at the end in order to 
raise any other issues and provide a space for individuals to reflect on the experience 
o f the focus group.
In imagining the process o f the focus group, it seemed vital to provide a guiding and
guarding framework to the discussion, especially as there would be no external
facilitator. W e therefore decided to delineate particular facilitatory roles, which 
would be allocated amongst the participants so that the group could moderate itself. 
Eight roles were defined:
1. To monitor confidentiality
2. To link discussion back to the research question
3. To maintain focus on the topic being discussed
4. To ensure all are heard equally
5. To bring in those who had not spoken for a while
6. To keep time
7. To stop interruptions
8. To be responsible for technical aspects
Week 6: 03-03-03
Further details o f the focus group were finalised, such as the order o f discussion  
topics (see appendix 1). The rationale for discussing each topic, given the research 
question and the motivations for doing the research, was defined as follows:
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The Group’s Purpose
•  There appeared to be no shared understanding within the RPG o f its purpose;
•  The purpose o f the RPG had already briefly been a point o f discussion within 
the RPG experience;
•  Som e individuals found uncertainty about the RPG’s purpose difficult and 
expressed the need to know its purpose.
Roles in the Group
• Through understanding roles, expectations o f the RPG might be defined;
•  It was hypothesised that the group experience o f the PG causes certain roles to 
be formed within the RPG;
•  Individuals were curious about their own roles and how they had developed.
Recurrent Themes in the Group
• Recurrent themes had already been experienced within the group and thus may 
help to describe individuals’ experiences.
The Theoretical Orientation of the Group
• The orientation of the group did not appear to be explicit;
•  It was not clear whether it was appropriate for the RPG to have an orientation;
•  Through understanding individual members’ orientations, their experiences o f  
the group might be defined.
The roles identified in the previous w eek were allocated randomly. Since a 
departmental operator was to be responsible for the technical aspects o f recording, 
role 2 was split into two roles of linking discussion back to expectations o f the RPG  
and linking discussion back to experiences o f the RPG. Roles 4 and 5 were collapsed  
into one (as their goal was the same in practice ie. to ensure all spoke and did this 
equally), and a further role ‘to be curious’ was introduced. This was to ensure 
meanings attributed to any concepts raised in the discussion were not assumed to be 
shared, as was possible due to the close acquaintance o f the participants.
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Week 7: 10-03-03
The focus group took place.
Week 8: 17-03-03
The transcription process was split between the eight members o f the research group. 
Thus each member was responsible for a particular 12-minute extract o f the 
discussion. Protocol for transcription was decided — for example, including verbal 
urns, laughter, pauses; explicitly stating if  a comment was directed at a specific 
member and when pauses o f longer than 3 seconds occurred.
Week 9: 15-04-03
The group met for a day o f initial analysis o f the transcript, that is, making 
preliminary comments about the data. Various stages and decisions within this 
meeting are outlined here:
1. The group decided to read out their own part o f the transcript. However, it 
turned out to be difficult to attend to the analytic content whilst reading aloud, 
thus pairs o f researchers took it in turns to read sections out loud. This 
allowed the others to hear the transcript and begin to distinguish themes more 
objectively, which were then briefly discussed.
2. Problems regarding being researcher and participant were raised, such as 
concerns about sticking to the evidence in the text o f the transcript rather than 
continuing discussion not unlike in the focus group. This tendency to discuss 
and elaborate comments we had made in the focus group was acknowledged  
as well as the importance o f trying to limit this.
3. Certain group members drew attention to som e assumptions we were making 
about other members o f the RPG.
4. Group members commented on the difficulty in distinguishing our emotional 
involvement from the transcript evidence. Moreover, this research appeared to 
have a greater emotional component than we had previously experienced, 
presumably owing to our intimate knowledge o f the topic being studied.
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5. The group noticed our discussions o f emerging themes were becoming briefer 
with time. This was probably a result o f increasing familiarity with the nature 
o f the analysis and also due to practical time limitations.
6. The group checked the handbook for a description o f the RPG and were 
somewhat shocked to discover that it suggested the purpose o f the RPG is 
therapy... the group expressed feelings o f anger regarding this confusion.
Week 10: 22-04-03
A further meeting was held to continue the process o f analysis, this time to summarize 
the key concepts into more general themes. Stages o f this meeting are outlined as 
follows:
1. The group began to go through the manuscript again, this identifying 
important or recurring concepts or topic titles. These were listed on a separate 
page.
2. Again, the group became aware o f the ease with which we could begin to 
continue the focus group and redo the previous stage o f analysis, and further 
attempts were made to curb this.
3. It was decided to go through the transcript page by page, only noting new  
themes as they emerged.
4. A ll the themes generated from the entire transcript were inspected by each 
individual researcher and amalgamating themes were considered. Each 
researcher then listed the categories o f themes they considered to be most 
important, and the constituent sub-themes were discussed.
Week 11: 29-04-03
The research group met to consider whether there was a general framework which 
could help relate the main categories o f themes and provide an overall organising 
model within which to understand our experiences o f the RPG. Having drawn this up 
using 3 main categories, themes from any other categories were reconsidered in terms 
o f their significance and relation to the categories in our model. The validity o f the 
model was explored by checking how far it was able to describe each individual’s 
personal experiences.
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Appendix 4
Elaboration of Tow er’ and ‘Process’ Categories
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Elaboration of ‘Power’ Category with constituent themes and illustrative 
examples from the data. 
(i) Powerlessness/Lack of control
“ . . .T h e  g r o u p  a c t u a l l y  m a k e s  a  p r o b l e m  a  l o t  l a r g e r  ( )  k in d  o f  in f la m e s  u p o n
“ . . .Y o u  d o n ’t  h a v e  a n y  c h o ic e  (  )  y o u  d o  f e e l  th a t  y o u  h a v e  to , I  d u n n o , y o u  h a v e  to  
h a v e  th in g s  to  ta l k  a b o u t . . . ” (P 8 ,  1 2 2 - 1 2 5 )
“I t ’s  v e r y  d i f f i c u l t  w h e n  y o u  k n o w  th a t  y o u ’r e  th e r e ,  y o u  d o n ’t  (  )  a c t u a l l y  w a n t  to  b e  
b u t  y o u ’v e  b e e n  t o l d  th a t  y o u  h a v e  t o  th e r e  a n d  s o  y o u ’r e  a l r e a d y  g o in g  to  b e  
n e g a t i v e . . . ” ( P I ,  8 1 3 - 8 1 5 )
(ii) Fear of evaluation
“ . . . I f  s o m e o n e  w h o  h a d  a l w a y s  n o t  s p o k e n ,  t o  a c t u a l l y  h a v e  t o  o n e  w e e k  s p e a k ,  t h e y ’d  
p r o b a b l y  h a v e  t h e i r  o w n  s o r t  o f  f a n t a s i e s  a b o u t  h o w  e v e r y o n e  e l s e  w o u l d  s o r t  o f  lo o k  
a t  t h e m . . . ” (P 6 ,  8 9 0 - 8 9 2 )
“ . . .O n e  o f  th e  h a r d e s t  r o l e s  tc k fu lf i l  ( b e i n s  s u p p o r t i v e )  (  )  b e c a u s e  o f  th e  j u d g e m e n t  
y o u  g e t  f r o m  f r o m  o f f e r in g  s u p p o r t ,  th e  j u d g e m e n t  1 f e e l  th a t  i t  b r i n g s . ” ( P 2 ,  1 2 2 2 -  
7227)
“ . . . I  th in k  I  a m  q u i t e  f r i g h t e n e d  o f  w h a t  o t h e r  p e o p l e  th in k  o f  m e  in  th e  g r o u p . . .  ” (P 3 ,  
7293-7294)
(iii) Fear of group’s size
“I ’d  e n v i s a g e d  i t  w o u l d  b e  a  m o r e  p e r s o n a l  b u t  I  th in k  I  r e a l i s e d  th a t  i t  c a n ’t  b e  l i k e  
th a t  b e c a u s e  t h e r e ’s  to o  m a n y  o f  u s. ” ( P 5 ,  1 0 1 - 1 0 2 )
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“ ■■■It w a s  s o  b ig  i t  f e l t  i t  w a s  a l l  th e  w a y  o v e r  th e r e  ( )  I  c a n ' t  d o  a n y th in g  a b o u t  i t ”
“I t  m a d e  m e  f e e l  m o r e  v u ln e r a b le  b e c a u s e  o f  th e  s i z e ” (P 3 ,  1 0 7 )
(iv) Power of facilitator
“ . . .W h e n  y o u  d o  h a v e  ( th e  f a c i l i t a t o r )  s a y i n g  ‘o h , s o  w h a t  d o e s  th i s  m e a n , y o u  k n o w ,  
w h a t  d o e s  th i s  m e a n  f o r  p e o p l e ’, a n d  i t s  l ik e ,  y o u  k n o w  w e ’v e . . .  ”
( in  r e s p o n s e )  “I t  h a s  to  m e a n  s o m e t h i n g ” ( P 8  a n d  P 3 ,  1 4 4 6 - 1 4 4 9 )
“ . . . T h a t ’s  a b o u t  m e  f e e l i n g  u n c o m f o r ta b le  b e c a u s e  I  k n o w  s h e  ( th e  f a c i l i t a t o r )  i s  
f e e l i n g  u n c o m f o r ta b le .  I t  m a k e s  m e  a  b i t  e d g y .  ” ( P 5 ,  1 6 1 4 - 1 6 1 5 )
(v) Insecurity/uncertainty
“ . . . I  d o n ’t  f e e l  th a t  w h a t  h a p p e n s  in  i t  i s  c o n s i s t e n t  s o  I  d o n ’t  ( )  g o  w i t h  a n y  
e x p e c t a t i o n s . . . ” (P 8 ,  6 8 8 - 6 8 9 )
“ . . .T h e r e  m i g h t  b e  a  th e m e  f o r  a  w e e k  o r  tw o  o r  e v e n  lo n g e r  th a n  th a t  a n d  th e n  i t  w i l l  
j u s t  d i s a p p e a r . : . ” (P 3 ,  1 8 8 - 1 8 9 )
“ . . .  T h e r e  is n  ’t  a  s e t  a g e n d a  (  )  T h e r e ’s  n o  l e a d . .. ” ( P I ,  1 9 6 - 1 9 8 )
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Elaboration of ‘Processes* Category with constituent themes and illustrative 
examples from the data.
(i) Cohesion/group interactions
“I  th in k  g e n e r a l l y  w e ' r e  q u i t e  a  c o h e s i v e  g r o u p  a n y w a y . . .  ” ( P I ,  4 3 4 )
“I  f e l t  a  s e n s e  th a t  l o t s  o f  p e o p l e  in  th e  g r o u p  a r e ,  a r e  s o r t  o f  s t r u g g l i n g  o r  f e e l i n g  a  
c e r t a in  w a y  ( )  o n  m a s s ,  a l t h o u g h  t h a t ’s  a  b i t  d e p r e s s i n g  c a n  a l s o  b e  r e a s s u r i n g . . .  ” 
(T4, 249-232)
(ii) Isolation
“ . . . I t  d o e s  k in d  o f  m a k e  m e  f e e l  a  b i t  i s o l a t e d  w h e n  I  d o n ’t  f e e l  a n x io u s  a b o u t  s o m e  
th in g s ,  a n d  i t  j u s t  g e t s  in to  th e  g r o u p  a n d  th e n , I  c a n  f e e l  m y s e l f  w i t h d r a w i n g . . . ” (P 2 ,  
324-327)
“A n d  i t  d o e s  s e e m  to  b e  w i t h  th i s  b i g  s p a c e  in  th e  m i d d l e  b e tw e e n  b e c a u s e  th e r e  i s  s o  
m a n y  o f  u s  th e r e  d o e s  s e e m  to  b e  i t  s e e m s  to  b e  q u i t e  in t e n s e  t h i s  s p a c e . . . ” ( P 6 ,  5 5 7 -  
333)
(iii) Judging the facilitator ^
“S h e  ( th e  f a c i l i t a t o r )  d o e s n  ’t  d o  a  v e r y  g o o d  j o b  o f  i t . . .  ” ( P 2 ,  3 8 6 )
“ S e e  I  th in k  s h e ’s  p s y c h o d y n a m ic ,  p s y c h o a n a l y t i c  w h a t e v e r  y o u  w a n t  t o  c a l l  i t , b u t  I  
d o n ’t  f e e l  th e  g r o u p  is  a s  a  w h o l e . . . ” (P 5 ,  2 0 8 8 - 2 0 8 9 )
(iv) Silence
“I  a m  c o m p l e t e l y  u s e d  to  th e  s i l e n c e  n o w . ” (P 7 ,  1 3 8 2 )
“ . . . P e o p l e ’s  s i l e n c e  (  )  i t ’s  a  k in d  o f  r e c u r r e n t  t h e m e . . .  ” ( P 3 ,  1 3 2 9 )
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“ . . .W h e n  y o u  g e t  a s k e d  w h a t  i s  h a p p e n in g  f o r  p e o p l e  in  th i s  s i l e n c e  w e l l  th e r e  is  
n o th in g  th a t  I  r e a l l y  h a v e  to  s a y . . . ” (P 8 ,  5 1 3 - 5 1 5 )
(v) A ssum ing roles
“B e c a u s e  th e r e  a r e  th e  u s u a l  s u s p e c t s  a r e n ’t  th e r e  ” (P 3 ,  6 0 3 )
“ . . . S o m e p e o p l e ' s  r o l e s  a r e  to  c h a n g e  th e  s u b j e c t . . .  ” (P 2 ,  7 6 2 - 7 6 3 )
“1 th in k  s o m e  p e o p l e  f e e l  m o r e  r e s p o n s i b l e  f o r  g u a r d i n g  th e  g r o u p  th a n  o t h e r s . . . ” 
( f  J, 737-7&S)
(vi) A gency for change
“ . . .S o m e  o f  u s  a r e  o b v i o u s l y  d e te r m i n in g  w h ic h  w a y  i t  g o e s  w e  c a n ' t  a l l  b e  w a i t in g  
f o r  i t  t o  o h  n o  i t  i s  o n  s o m e th in g  e l s e  th i s  w e e k . . . ” (P 4 ,  7 3 9 - 7 4 1 )
“ . . . I f  e v e r y o n e  k n e w . . . k i n d  o f  a s s u m e d  th e  r e s p o n s i b i l i t y  to  t r y  a n d  w o r k . . . i n  th e  
g r o u p  th e n , y o u  k n o w  i t  w o u l d  f e e l  m o r e  c o m f o r t a b l e . . .  ” ( P 3 ,  8 0 0 - 8 0 2 )
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Abstract
Introduction Consideration of cultural issues is gaining prominence in the arena of 
mental health, and yet discrepancies in the experiences of different ethnic groups in 
mental health services remain. Notably, persistently higher rates of schizophrenia 
diagnosis are found among the Affo-Caribbean population compared to the White- 
European population in the UK. Some authors have considered whether stigmatising 
attitudes to mental illness are more prominent in the Afro-Caribbean community, 
leading individuals to avoid treatment-seeking and thus explaining the increased 
incidence of schizophrenia (Jarvis, 1998; Littlewood, 2001). Using Angel & Thoits’ 
(1987) theory of symptom interpretation, this study aimed to investigate recognition 
and evaluation of schizophrenia, with a focus on stigma and treatment-seeking. 
Method Participants were 128 adult students from colleges predominantly from 
multicultural London boroughs. A questionnaire was constructed to assess stigma 
beliefs, evaluation of symptoms as mental illness and help-seeking beliefs, in 
response to symptom vignettes. The questionnaire was developed on the basis of 
vignettes previously used to assess mental illness beliefs (Pote & Orrell, 2002) and 
items from Link’s (1987) stigma scale. Participants were divided into Afro-Caribbean 
(n = 76) and White-European (n = 50) groups.
Results & Discussion Analyses showed that the Afro-Caribbean participants indicated 
less stigmatising beliefs towards both the symptoms and diagnostic label of 
schizophrenia compared to the White-European participants. Further, White- 
European participants were more likely to label vignettes as implying ‘mental illness’ 
and also more likely to recommend professional health treatment compared to Afro- 
Caribbean participants. Thus this study’s results are inconsistent with the hypothesis 
that Afro-Caribbean people stigmatise schizophrenia more than White-European 
people. In line with Angel & Thoits’ model, the two groups have different ways of 
understanding schizophrenia symptoms. Whilst White-European participants’ beliefs 
appeared relatively consistent with a Western model of mental illness, Afro- 
Caribbean participants had alternative beliefs. The influence of racial discrimination, 
mental illness knowledge and societal structures on such understandings are 
discussed.
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1. Introduction
There have been increased calls for a greater understanding of cultural issues1 within 
mental health services over recent years (e.g. Halsey & Patel, 2003; Patel, Bennett, 
Dennis, Dosanj, Mahtani, Miller, & Nadirshaw, 2000). This seems to be partly a 
result of the greater diversity seen both within the general population and those 
presenting to services, and also due to the increasing awareness of the strong Western 
(and monocultural) bias in models of mental health and illness. While psychology has 
often appeared to ignore culture and ethnicity through its development, interest is 
growing in these concepts as not only health and social legislation, but also social 
justice and professional integrity demand that cultural diversity takes a central place 
in the development of clinical psychology (Patel et al., 2000). Delivering culturally 
competent clinical practice is gaining prominence, especially with the move towards 
core competencies in clinical psychology training (Raval, 2004).
The Race Relations Act (1976) states that services must be both appropriate and 
acceptable to all ethnic groups in the population. The Royal College of Psychiatrists 
have recommended that community services for ethnic minorities are accessible, 
acceptable and culturally-sensitive (Bhugra, 1997). Further, regarding mental health 
provision, Dana (1998, p.63) states that “For practical purposes it is absolutely 
necessary to have... a description of clients as cultural beings prior to the onset of any 
assessment or intervention services”. This helps understand how and to what extent 
cultural issues should be acknowledged and addressed in services, and informs 
cultural formulation and the valid planning of beneficial interventions.
Despite this, there are significant concerns that cultural factors are not being 
adequately addressed and that ignorance, stereotyping and discrimination regarding 
cultural differences persist. One specific focus of these concerns has been the 
provision of mental health services to people from Afro-Caribbean communities. 
Research and anecdotal evidence have indicated that Afro-Caribbean people are over­
1 The terms ‘culture’, ‘diversity’ etc., are broad terms which can refer to various descriptions of beliefs 
and difference, including gender, age, and ethnicity. Here, I use them to refer to ethnicity, but a more 
detailed consideration of such definitions will be given later (see section 1.1).
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represented in psychiatrie institutions, are more likely to receive medical or physical 
rather than psychological treatments (Fernando, 1991), and more likely to enter 
services through sectioning under the Mental Health Act (Mind, 2002). Only 
recently, an inquiry into the death of a Jamaican man with schizophrenia concluded 
institutional racism is present throughout the NHS, with insufficient attention being 
paid to patients’ cultural, social and spiritual needs (Carvel, 2004). Particularly 
striking is the finding that Afro-Caribbean people are more likely than any other 
ethnic group to have a diagnosis of schizophrenia (Mind, 2002). These differences 
have provoked much thought and consternation, for example about the cultural 
validity of schizophrenia and approaches to its research, and as such have influenced 
the focus of this thesis.
Important cultural issues which might affect the relationship between clients and 
mental health services include beliefs about health and illness, the language and labels 
which structure life experiences, and shared behaviours and customs (Dana, 1998). 
Stigma beliefs may also be significant, as stigma may prevent acknowledgement of 
problems and acceptance of professional help (Bhugra, Lippett & Cole, 1999). This 
thesis provides an investigation of how these beliefs about mental illness may vary 
with different cultural background. For all mental health professionals including 
clinical psychologists, it seems that understanding the cultures of clients is absolutely 
necessary for providing quality mental health services across the population. This 
thesis aims to explore the argument that various ethnic groups understand symptoms 
differently (Johnson & Orrell, 1996) or stigmatise mental illness differently 
(Littlewood, 2001). In particular, it will explore whether there are differences 
between White-European and Afro-Caribbean people in their recognition of and 
attitudes towards schizophrenia symptoms and the label of this mental illness.
The topics of mental health, ethnicity, and stigma separately can be controversial, let 
alone when discussed together, and I acknowledge the care with which investigation 
of these subjects should be undertaken. I aim to take a stance of curiosity about 
cultural differences, both the extent to which they exist and how they might manifest 
themselves. Further reflections on my personal motivations and role in the research 
process are presented in Appendix 1.
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1.1 A note on definitions
Race, culture and ethnicity often seem to be used interchangeably in the literature, and 
their precise meanings can appear confused. Fernando (1991) attempts to separate 
them and concludes that ‘race’ is primarily physical; ‘culture’ is sociological; and 
‘ethnicity’ is psychological in the sense that it is based in the feelings of a shared 
origin or culture. It is generally not clear how these terms are derived and applied in 
research on different groups. I will therefore predominantly use the terms as they 
appear in the literature. However, in discussion I will often use the term ‘culture’, as 
this encompasses the social processes including behaviours, attitudes and ways of life 
(Fernando, 1991) in which this thesis is interested.
In this introduction, I will first present an overview of the literature on rates of 
schizophrenia among Afro-Caribbean people in the UK. Many theories have been put 
forward to account for this, but I will concentrate on the role of psychosocial factors 
in contributing to differences in the development and consequences of schizophrenia 
among Afro-Caribbean and White-European people. How individuals understand 
their own and others’ symptoms or experiences, and the labels that are applied to 
them, as well as beliefs about stigma (both others’ perceptions of stigma and self- 
stigmatisation), may be significant. I will examine how beliefs about symptoms, 
psychiatric labels, and stigma may influence the course of mental illness such as 
schizophrenia. The existing research on cultural influences on these beliefs, and the 
consequences in terms of patterns of treatment-seeking will then be presented. Lastly, 
the rationale for research into such issues will be discussed. In these sections, I will 
attempt to make particular reference to Afro-Caribbean groups and to schizophrenia.
1.2 Rates of schizophrenia across ethnic groups
Research finds that there are higher rates of schizophrenia diagnosed among Afro- 
Caribbean people compared to people from other ethnic groups (Bennett & Dennis, 
2000; Jarvis, 1998; Mind, 2002). Methodological problems in measuring rates of 
psychosis exist (e.g. subject ‘invisibility’ and missing data), but do not appear 
sufficient to explain the greater rates recorded (Russell, 2002). In a review of the
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literature on schizophrenia in British ethnie minorities2, Jarvis (1998) concluded that 
there are consistent findings of high rates of schizophrenia in British Affo- 
Caribbeans; he found rates of schizophrenia and psychosis between 4- and 8-times 
higher than the British White population. This was particularly striking amongst 
young age-groups (usually between 16 and 29 years of age), males, and second- 
generation samples. Moreover, Jarvis found that rather than converging toward the 
national norm, the risk to young Affo-Caribbean men seemed to be increasing over 
recent years.
High rates of schizophrenia have also been found in other ‘Black African’ 
populations. For example, rates of schizophrenia among immigrants from West 
Africa (aged 25-35 years) have been found to be nearly thirty times those of the 
indigenous UK population (Dein, 1997). In contrast, relatively low rates of 
schizophrenia have been found amongst the British Asian community (Bhugra, Leff, 
Mallett, Der, Corridan & Rudge, 1997).
Whilst some have found Afro-Caribbean people to be only twice as likely to have a 
diagnosis of schizophrenia as the white population (Bhugra et al., 1997), others have 
reported more dramatic findings. A Mind (2002, p.8) overview states ‘‘African- 
Caribbean people and in particular Black people bom in Britain are ten times more 
likely to be given a diagnosis of schizophrenia... Some studies have given rates up to 
18 times higher”. These results appear even more unusual given that rates of 
psychosis in the Caribbean are equivalent to those of the White population in Britain 
(Hickling & Rodgers-Johnson, 1995).
1.3 Theoretical approaches to different rates of schizophrenia
Several theories have been proposed to account for different rates of schizophrenia 
across groups, ranging from genetic and biological accounts, to those highlighting 
psychological and social aspects. Psychosocial theories appear to cover a broad range 
of factors, such as socio-economic disadvantage, stressful social environments, and
2 Jarvis also mentions more recent data from the Netherlands and Denmark with similar findings.
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social processes such as group attitudes and behavioural responses. Biopsychosocial 
models of schizophrenia also emphasize social processes. These models propose that 
socioenvironmental stressors interact with psychobiological vulnerabilities and 
protective factors to produce the variability in onset and course of schizophrenia 
(Liberman & Corrigan, 1992). This thesis focuses on the role of psychological 
processes in contributing to individual and group responses to schizophrenia. This 
will be discussed in consequent sections. It is beyond the scope of this thesis to 
review the remaining theories comprehensively, but theories addressing certain 
psychosocial issues will be briefly considered in this section (see Appendix 2 for an 
overview of genetic/biological approaches).
1.3.1 Misdiagnosis
There continues to be concern that lack of awareness and sensitivity to cultural values 
and norms may lead to incorrect psychiatric diagnoses, such that behaviour is 
mistakenly labelled as indicative of schizophrenia. However, although more Black 
people have been found to experience hallucinations than White people, the 
proportion of these diagnosed with psychosis is tiny (Johns, Nazroo, Bebbington & 
Kuipers, 2002). This implies that unusual behaviours need not be labelled ‘abnormal’ 
or interpreted as part of the complex of signs necessary for diagnosis, even among 
disparate groups.
Other worries include the reliability of psychiatric diagnosis and the role of racism in 
prematurely diagnosing schizophrenia. However, several studies investigating this 
have not found evidence for misdiagnosis of Afro-Caribbean patients with 
schizophrenia (e.g. McGovern, Hemmings, Cope & Lowerson, 1994). In one study, 
the diagnoses made by British psychiatrists were compared to a Jamaican psychiatrist 
(Hickling, McKenzie, Mullen & Murray, 1999). No significant differences in the 
frequencies of Black patients diagnosed with schizophrenia were found, and it was 
concluded that there was no evidence that race influenced diagnosis.
Within mental health there appear to be many service-related differences between 
people of Afro-Caribbean and White British origin, not only in aspects of
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schizophrenia diagnosis, but also broader assessment and treatment. For example, 
Mind (2002) states that, compared to White people, Black people are more likely to 
have first time admissions’ with a diagnosis of schizophrenia, access services under 
sections of the Mental Health Act, be assessed as ‘violent’, be detained in locked 
psychiatric wards, be treated with higher doses of medication, and be less likely to 
receive counselling or psychotherapy. This indicates a highly complex array of 
factors that necessitates going beyond diagnosis to understand the experience of 
schizophrenia within the Afro-Caribbean community. This thesis aims to look at 
some of the psychological factors which may be relevant, such as attitudes to stigma 
and treatment.
1.3.3 Socio-Economic Status fSESl
Low social class is associated with poorer outcome for a diagnosis of schizophrenia 
(Van Os, Fahy, Bebbington, Jones, Wilkins, Sham et al., 1994). In terms of socio­
economic factors, there is certainly evidence that Afro-Caribbean people in Britain 
experience socio-economic disadvantage disproportionately to the general population 
(Modood & Berthoud, 1997)3. It may be that factors associated with low SES, such 
as poor education and physical health, unemployment, and social isolation, mediate 
the precipitation of schizophrenia. It is argued that actually these factors may be 
primary in contributing to differences in rates, rather than ethnicity per se (Russell, 
2002).
McKenzie, Van Os, Fahy, Jones, Harvey, Toone et al. (1995) investigated 
schizophrenia among Afro-Caribbean and White-British patients, and found that the 
Afro-Caribbean group had a better prognosis in terms of symptoms and course of 
illness. Adjusting for SES increased these associations. They argued that higher 
prevalence of illness together with a better prognosis amongst Afro-Caribbean 
patients might reflect greater exposure to social précipitants in this group. Similarly, 
experiences of imprisonment and involuntary admission might also be related to the
In this survey, 44 /6 of Afro-Caribbean people had half the national average income compared to 28% 
of White people. Further, 15 % of Afro-Caribbean people had experienced racial harassment. Whilst 
an even greater proportion of Pakistani and Bangladeshi people had low incomes, fewer experienced 
racist incidents.
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socioeconomic, not the clinical, state of the individual. This seems to suggest that in a 
stressful social environment, Afro-Caribbean people may be more likely to react to 
certain events by developing symptoms consistent with a diagnosis of schizophrenia, 
but these symptoms may also be more likely to remit.
Low SES may further provide an instrumental barrier to treatment, for example 
through practical difficulties reaching treatment agencies, or lack of knowledge about 
mental health or mental health services. However, differences between ethnic groups 
in treatment-seeking persist when SES factors are accounted for, leading some authors 
to argue for the existence of cultural and psychological barriers to treatment within 
societal groups e.g. fear, low confidence in psychiatric systems (Alvidrez, 1999). It is 
the meaning of low SES in terms of such psychological barriers that may be 
important, especially if  we consider that other ethnic groups in the same urban, low 
SES settings present less with symptoms that may be diagnosed as schizophrenia 
(Van Os et al., 1994). Thus while SES does appear to influence rates of schizophrenia 
diagnosis, it is not clear by what means this happens i.e. how instrumental barriers, 
other factors associated with low SES such as poverty, and psychological factors 
interact. The influence of the social environment, in terms of individuals’ and group 
beliefs and responses to mental illness, seems important and will be attended to in 
later sections.
1.3.4 Racism
Of the multiple disadvantages associated with social deprivation in minority ethnic 
groups, racism may be especially pertinent to this discussion.4 Its effects “permeate 
all public service institutions, economic structures, media images and people’s self­
perceptions” (Bennett & Dennis, 2000, p. 179). It is argued that the everyday social 
exclusion that minority ethnic groups face in Britain, together with the racial 
harassment individuals experience specifically through contact with institutional 
systems, are key determinants of psychological difficulties in Black and minority 
ethnic groups (Sashidharan, 2001). Racism has powerful effects through lowering
4 Fernando (1988) argues that any discussion concerning culture and psychology must acknowledge 
racism, since it occupies a central role in the development of psychology and psychiatry.
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people’s economic positions, criminalising populations, decreasing educational 
standards and associating groups with negative public perceptions (Fernando, 1991). 
One can see how these conditions are exactly those which leave individuals 
vulnerable to mental illness. Research findings show that inequalities in these aspects 
of public life affect mental health (Department of Health (DoH), 2003).
Despite this, “research clarifying the role of racism in the development of mental 
disorder is meagre” (p.52, Littlewood, 1992). Thus it is difficult to draw firm 
conclusions, but some theories have been suggested. For example, Hickling & 
Hutchinson (1999) proposed that Afro-Caribbean people in Britain experience 
problems with status inconsistency due to previous high expectations of assimilation, 
which are not fulfilled. Persistent experiences of racism produce significant stress 
unique to the Afro-Caribbean population, and combined with socio-economic 
deprivation, may result in schizophrenia. Although the focus on societal processes in 
the development of psychosis has been welcomed (Fernando, 1999), this idea has also 
been criticized for lacking depth and any theoretical formulation of the explicit route 
from risk factors to psychosis (Littlewood, 1999), as well as further pathologising an 
already discriminated group. Moreover, there is no empirical support for the status- 
inconsistency hypothesis as yet (Jarvis, 1998).
Prejudice against people with mental illness has parallels with racism and there is then 
potential for ‘double discrimination’ against an individual in terms of their 
‘psychiatric identity’ and their ‘ethnic minority identity’ (Byrne, 2001). Cinnirella & 
Loewenthal (1999) interviewed people about both depression and schizophrenia. 
Afro-Caribbean people felt that race was a primary issue in professional-client 
encounters, but were also concerned with community stigma towards mental illness, 
largely focused around fear for family reputation. There was a common fear of being 
misunderstood in all the non-white individuals interviewed. It was argued that these 
groups were highly identifiable and there was thus “fear of being ‘doubly stigmatized’ 
by one’s own ethnic group (for being mentally ill), and by white-majority society (for 
being non-white)” (p.519). Stigma seemed to exist in relation to mental illness, to 
seeking help, and also to ethnicity.
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The burden of stigma as a result of both ethnic and psychiatric status is thought to 
exacerbate its negative consequences and create unique problems for individuals from 
an ethnic minority group. These problems may include additional stressful life 
circumstances due to ethnic identity (e.g. unemployment, housing difficulties) and 
problems accessing services or receiving culturally-appropriate, and unbiased, 
treatment.
The incidence of schizophrenia diagnosis in Black ethnic minorities also increases 
significantly as their proportion in the local population decreases (Boydell, Van Os, 
McKenzie, Allardyce, Goel, McCreadie & Murray, 2001). This is thought to be 
related to social stress, in that when individuals are in a smaller minority, they 
experience more alienation and isolation. It may be that Afro-Caribbean people 
experience more and different types of stressful events, such as racial insults and 
structural forms of discrimination, that leaves them vulnerable to symptoms of 
schizophrenia. Racism may further deplete protective factors. For example, some 
authors describe how discriminatory experiences may lead to loss of a sense of strong 
community (Hickling & Hutchinson, 1999). It has certainly been found that high 
rates of psychiatric illness among ethnic minority groups are associated with poorer 
social networks and support (Sproston & Nazroo, 2000, cited in DoH, 2003). In this 
way, the stigma associated with mental illness can be made worse by racial 
discrimination (DoH, 2003).
The profound effects of racism and racial discrimination are clearly crucial to 
understanding the differences in mental health experiences between Afro-Caribbean 
and White-European people. Given the general dearth of research on mental health 
care experiences across ethnic groups, investigation of these psychosocial issues is 
vital. Whilst racism is not a specific focus of this dissertation, its effects are so 
pervasive that it is vital to have a strong awareness of its role in providing a context 
for the examination of other issues.
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1.4 Social understanding and stigma of schizophrenia
There appears to be consensus in the literature that schizophrenia is recognised across 
different cultural societies as a distinct state. Delusional ideas, hallucinatory 
experiences, thought disorder, affective flattening and inappropriateness, and 
behavioural disturbance are seen as cardinal signs of schizophrenia (McKenna, 1997). 
Thus, as a ‘core schizophrenic syndrome’ appears to exist across several cultures, it is 
argued that psychosocial variables influence differences in its course and outcome 
(Jarvis, 1998). These may involve social psychological processes, including one’s 
own and others’ understanding of and response to symptoms.
The better outcome of schizophrenia in certain developing countries may be due to 
psychosocial factors, such as less isolation and more benign social responses (Lefley, 
1990). For example, the social response of the family may be important, given the 
evidence that increased expression of negative emotion in the family increases relapse 
rates of schizophrenia (Butzlaff & Hooley, 1998). A more tolerant and positive 
family environment may therefore produce lower relapse rates. In considering 
treatment for schizophrenia, Dein (1997) states that resolving tensions among family 
members must be considered as this can be causally related to a patient’s illness. One 
can imagine how societal views about both schizophrenia and race may produce 
significant tension within the family and the more general social environment. Thus, 
as well as personal responses, the responses of social systems may significantly 
influence an individual’s vulnerability to symptoms.
Societal responses to schizophrenia therefore appear crucial in our understanding of 
the course of schizophrenia. Historically, stigmatising attitudes have dominated 
people’s responses to mental illness (Porter, 2001), and there is still a need to 
understand the nature of stigmatisation better, including which behaviours trigger 
stigmatising reactions (Crisp, 2001). In the next section stigma will be explored.
1.4.1 Psychiatric stigma
Link & Phelan (2001) report various definitions of stigma, such as a characteristic
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contrary to a norm, a devalued social identity, and an attribute linked to undesirable 
stereotypes and discrimination. They propose a model which differentiates several 
components necessary for stigma to occur:
1. The tendency to distinguish and label human differences;
2. Cultural beliefs linking labelled persons to negative stereotypes;
3. Labelled persons being placed in distinct categories;
4. Labelled persons experiencing status loss and discrimination;
5. A context of social, economic and political power which supports these.
Given that stigma seems dependent on concepts of norms, the role of cultural beliefs 
is especially important, since different social and cultural groups are likely to evaluate 
certain characteristics and labels differently. This indicates that stigma can be seen 
within a range of levels in society, both at the individual and community/group level.
In a comprehensive overview of psychiatric stigma in Western society, Fabrega 
(1991a) describes how the emphasis on individuation and the loss of extended social 
supports in the modem economic era means those unable to fulfil social roles 
adequately have become marginalized by society. Through the further association of 
mental illness with socially-devalued attributes such as poverty and violent behaviour, 
psychiatric stigma has become pervasive in modem times. It seems that stigma may 
come to be attached to a complex of attributes, whether these are overtly labelled as 
mental illness or not.
Stigma may be studied by focusing on the perceiver or the target of stigma (Byrne, 
2001). Correspondingly, research on stigma appears to involve surveys of public 
stigma and self-report of stigma experiences. Community surveys have found that the 
general public does hold stigmatizing views about mental illness (Brockington, Hally, 
Levings & Murphy, 1993). Reda (1996) reported persistent and negative community 
attitudes towards mental illness, together with the belief that mental illness equates to 
schizophrenia, which is greatly feared and rejected. The Royal College of 
Psychiatrists’ national survey of public perceptions of various mental illnesses, 
including schizophrenia, found that they attract both generic stigmatization and
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negative perceptions specific to certain diagnostic labels (Crisp, 2001). Negative 
attitudes to people with schizophrenia have also been found amongst particular 
groups, such as employers, GPs and psychiatrists (Byrne, 2001).
However, the assessment of community stigma does not seem to be straightforward. 
Several different community opinion surveys have been developed, both for the 
general public (e.g. Community Attitudes to Mental Illness, CAMI, Taylor & Dear, 
1981) and particular ethnic groups (Beliefs toward Mental Illness, BMI, Hirai & 
Clum, 2000), but these appear to examine a wide range of beliefs about mental illness, 
not only stigma beliefs. Instruments specifically developed to measure stigma are less 
prevalent in the literature. Byrne (2001) discusses the problems of capturing public 
opinion, since prejudiced people will minimise their negative attitudes when asked, 
and their behaviour is difficult to assess in real settings. Possibly as a result of these 
difficulties, there is no agreed instrument to measure stigma.
1.4.2 The experience of stigma
In Modified Labelling Theory, Link (1987) emphasises the stigma and discrimination 
experienced by individuals through the process of labelling mental illness (receiving a 
psychiatric diagnosis). He argues that whilst positive effects of labelling exist 
through identifying the existence of a problem and applying effective treatment, the 
stigma associated with a label may have equally strong negative effects. Link argues 
that such effects occur through several dimensions, such as actual experiences of 
rejection by others and the threat of rejection5. They may also occur through 
culturally induced self-stigmatisation. Through socialization processes a person 
develops an understanding of mental illness, which includes negative attitudes to 
mental illness. When one acquires the label of schizophrenia these negative 
community attitudes to schizophrenia become personally applicable, leading to self­
devaluation and expectations of rejection. It is argued that these effects may endure 
even in the absence of psychiatric symptoms as a result of having received the 
psychiatric label alone.
5 Link outlines how the threat of rejection may lead to strained interactions, secrecy and withdrawal, 
which have their own practical and personal negative consequences for the individual.
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In several surveys of the effects of stigma on psychiatric patients, Link has reported 
depleted self-esteem, fear of rejection, unemployment and low income (Link, 1987; 
Link, Struening, Rahav, Phelan & Nuttbrock, 1997). One study of a group of men 
with psychosis revealed perceptions of devaluation/discrimination as well as actual 
rejection experiences which continued to affect individuals, particularly through the 
persistence of depressive symptoms, despite clear positive effects of treatment (Link, 
1987). Link argues that stigma from receiving a mental illness label directly 
influences psychiatric symptoms and has an equal role in creating vulnerability to 
mental illness alongside factors such as poor social support and life stresses.
Wahl (1999) interviewed people with a psychiatric history and found many reports of 
stigma, which led to personal hurt, anger, discouragement, low self-esteem, and fear 
of ‘being found out’. He argues that the effects of stigma contribute to symptoms of 
anxiety, depression and paranoia, as well as everyday conditions exactly opposite to 
the goals of recovery (such as social reintegration).
Qualitative studies have also suggested that diagnostic labels have an important 
impact on the experience of schizophrenia. In their study of client and family 
narratives, Barker, Lavender & Morant (2001) discuss how labels applied by parents 
and others in society may interact with difficult events and relationships surrounding 
psychotic episodes to create further vulnerability to schizophrenic incidents. 
Individuals with schizophrenia have reported many sources of stigma, including 
family, friends, clinicians and society, and described both direct and indirect effects of 
stigma on recovery -  for example, via experiences of rejection as well as personal 
withdrawal from others (Knight, Wykes & Hayward, 2003). However, there was 
appreciation of the dilemma between the negative and positive effects of receiving a 
diagnosis.
It seems that labelling also influences broader conceptions of mental illness. In a 
large community study Angermeyer & Matschinger (1996) compared beliefs about 
identical vignettes with or without the diagnostic label “schizophrenia”. Participants 
associated a schizophrenia diagnosis with biological causes more than with 
psychosocial (stress) causes and were less likely to link it to personal deficits and
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responsibility. However, the diagnosis was rated as having a poorer prognosis. It was 
therefore argued that diagnostic labelling could reduce blame and facilitate insight 
into medical treatment, as it seemed associated with a medical understanding of 
mental illness. Diagnostic labelling might therefore interact with other cultural 
understandings of mental illness. The authors further proposed that assigning less 
personal responsibility could lead to a more fatalistic attitude, which could take away 
control and moreover mitigate coping efforts due to an association with less 
favourable outcome. This study indicates how different beliefs about the 
schizophrenia label and schizophrenia symptoms could affect individuals’ 
understanding of and response to mental illness and its treatment.
There seems little doubt that “the course of a person’s experience with mental illness 
like schizophrenia is greatly hampered by social stigma” (Corrigan, Edwards, Green, 
Diwan & Penn, 2001, p.219). It is generally accepted that stigma plays a negative 
role at every stage of mental illness, from its presentation and diagnosis, to treatment 
and outcome (Byrne, 2001). However, the association between negative conceptions 
about mental illness and negative personal consequences appears complex. For 
example, the direction of influence between stigmatising beliefs and negative effects, 
such as low self-esteem, is not entirely clear since much of the evidence is 
correlational. Further, there is very mixed evidence for the effect of stigma in general 
on self-esteem (itself strongly associated with mental health) (Crocker & Major, 
1989)6.
In considering the schizophrenia experience, stigma may therefore have several 
effects. Firstly, given the range of negative consequences of stigma, some have 
proposed that stigma as a psychosocial stressor may create vulnerability to mental 
illness or worsen the state of an individual’s existing condition. The literature reports 
the many economic and interpersonal disadvantages stigmatized groups suffer, and 
the consequent adverse effects on the individual’s psychological state.
6 The literature on the effects of stigma on self-esteem seems to imply that several other factors, such as 
social context, individual and collective beliefs, are involved; and moreover, stigma can entail self- 
protective properties (for a full discussion, see Crocker & Quinn, 2000).
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Secondly, through closing down the range of practical and interpersonal opportunities 
available to individuals, stigma may lead to inappropriate treatment-seeking. For 
example, its effects are associated with reduced achievement motivation (Crocker & 
Major, 1989), which seems particularly important with respect to seeking and 
engaging in treatment appropriately. Stigma may also prevent acceptance that 
symptoms exist or are part of mental illness (Kendell, 2001) and may act as a 
continual threat interfering with self-disclosure and availability of help (Crisp, 2001). 
In addition, having a high expectation of being stigmatised (stigma consciousness) 
leads to negative and critical interpersonal experiences (Pinel, 1999), which may have 
a strong effect on disclosure and acceptance of formal or informal help. The stigma 
associated with mental illness may also prevent engagement with mental health 
services due to the further stigma that association with such institutions alone may 
bring. It seems that both one’s own and others’ beliefs about mental illness and its 
label may have various significant consequences for the self, many of which are 
directly related to one’s current and future experience of mental illness.
1.5 Cultural influences on mental illness beliefs
Numerous studies have shown that while the clinical characteristics of mental illness 
are culturally invariant, the phenomenological experience is highly variable (Angel & 
Thoits, 1987). An individual’s system of beliefs is affected by their cultural 
background and current cultural environment (Dein, 1997), and these in turn affect 
individuals’ everyday experiences. Several authors have argued that culture not only 
defines what is perceived as illness, but also the appropriate response to that illness 
(e.g. Fernando, 1988; Kirmayer, 1989). Response to illness includes treatment, social 
and personal responses.
Angel & Thoits (1987) argue that not all physical or emotional changes are 
interpreted as symptoms across different populations, and propose a theoretical 
framework for understanding the impact of culture on symptom interpretation 
consisting of the following stages: (i) noticing changes; (ii) evaluating and labelling 
changes; (iii) acting on changes. Individuals’ attention processes and cognitive 
evaluations are thought to influence symptom reporting, types of treatment sought,
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and interaction with others, including significant others and health professionals. 
Angel & Thoits state that even the raw subjective experience of illness is culture- 
bound, in that the cognitive and linguistic concepts of a particular culture constrain 
the options available to an individual and in this way direct symptom recognition, 
labelling and help-seeking. This is consistent with a constructionist approach that is 
being increasingly adopted within clinical psychology, which asserts that ‘realities’ 
are socially constructed (Bennett & Davis, 2000). As Dein (1997, p. 473) points out, 
definitions of what constitutes normal and abnormal behaviour vary widely from 
culture to culture . For example, in Afro-Caribbean groups a man perceiving his wife 
is practising witchcraft against him may be seen as remarkable but not ‘abnormal’, 
whilst in White-European groups this may be regarded as bizarre and even as a sign 
of mental illness (Littlewood & Lipsedge, 1999).
Thus, as well as what symptoms are accorded importance, even following their 
evaluation as unusual, association with psychopathology or stigma may not 
necessarily follow. Symptoms of schizophrenia may be generally recognised and 
viewed as some sort of psychological disturbance, but they may be understood in 
differing ways (Littlewood, 2001) and need not be stigmatised. Fabrega (1991b) 
describes how mental illness is commonly perceived within a more holistic approach 
in non-Westem societies, such that it may not be singled out as different from other 
problems. Although social discreditation and stigma may result, especially if the 
condition is chronic, Fabrega argues that condemnation and rejection do not 
necessarily follow mental illness.
Within Angel & Thoits’ framework, initial decisions about symptoms are usually 
made at local community levels, and ensuing stages of decision-making are 
influenced by prevalence, social desirability, personal beliefs and others’ advice. 
These latter components indicate that the evaluation and labelling of symptoms may 
be crucially influenced by community beliefs, possibly directly by the input of one’s 
immediate social network. If symptoms are evaluated negatively, this may have 
consequences for further decision-making e.g. regarding aspects of treatment.
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There are different approaches to investigating cultural variations in perceptions of 
mental illness7, and I will illustrate the types of findings in the literature by drawing 
on examples from a range of ethnic groups. Following this, the existing research 
looking at Afro-Caribbean and White-European ethnic groups will be examined.
1.5.1 Mental illness beliefs of different cultural groups
Research reporting different cultural groups’ attitudes towards mental illness is found 
in diverse sections of the literature. There is research concerning some ethnic groups 
but not others, and a greater focus on beliefs about the cause of mental illnesses and 
their treatment compared to beliefs about the meaning of symptoms and their broader 
consequences. Stigma seems to be widely recognised as a damaging response to 
mental illness, but there are relatively few studies directly examining it in any detail.
In India, Thara & Srinivasan (2000) interviewed caregivers of patients with 
schizophrenia using a well-validated family interview schedule. Several stigma issues 
concerned caregivers such that one third described the need to conceal the problem. 
Chowdhury, Sanyal, Dutta, Baneqee, De et al., (2000) used the EMIC (Explanatory 
Model Interview Catalogue), an instrument aimed at sensitivity to cultural 
representations of illness, to study stigma beliefs about six mental health problems 
depicted by vignettes among Indian people. They found only self-harm was 
stigmatised more than psychosis. However, small numbers of respondents for each 
vignette (e.g. only two people responded to the psychosis vignette) substantially limits 
interpretation of this study.
Hirai & Clum (2000) assessed cross-cultural differences between Asian and White 
Americans regarding beliefs about mental illness and its treatment. They found Asian 
participants were more likely than White participants to associate dangerousness and
7 One difficulty with such studies is the apparent lack of consensus regarding how beliefs about mental 
illness should be measured. Commonly, sections of interview schedules or questionnaires previously 
used in other related investigations are employed. A central problem is how they can measure different 
cultural beliefs without imposing the framework of beliefs which guided the development of the 
measures (typically Western and ‘White’). This creates potential limitations to the applicability of 
instruments, depending on which ethnic group they were developed for and used with. However, 
choosing instruments that have been used in several different countries can reduce this problem.
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haying poor social relationships with psychological disorder. Both groups endorsed 
family treatment most frequently overall, but individuals tended to choose no­
treatment or folk-medicine options if they also held the dangerousness and poor social 
skills beliefs. This suggests that whilst there may be some consensus in beliefs about 
treatment, differences in certain stigmatising beliefs about mental illness affect these, 
leading to differences between ethnic groups.
Fewer studies have examined attitudes to specific mental illnesses such as 
schizophrenia than to the general concept of ‘mental illness’. Fumham & Rees (1988) 
used a specially-developed questionnaire to investigate lay (cultural) attitudes about 
schizophrenia in British people. Similar to the studies already cited, individuals with 
schizophrenia were associated with dangerousness, amorality and distrust. Although 
ethnicity was not specifically considered, one might assume that the participants were 
mostly White-European. In a follow-up international study comparing British and 
Japanese participants, Fumham & Murao (1999) found significant differences 
between the two groups. The Japanese group gave higher ratings of the 
dangerousness and abnormality of schizophrenic patients, more anxiety about contact 
with schizophrenic individuals, and less optimism about their treatment. This seemed 
to reflect the taboo of mental illness in Japanese society. However, the authors 
acknowledged the problems using questionnaires developed in British society with 
another societal group, and also that their sample was unrepresentative due to 
recruitment procedures.
1.5.2 Mental illness beliefs of Afro-Caribbean and White-European groups
There is limited research focusing on the beliefs that people of African or Affo- 
Caribbean origin in Western society have about the experience and stigma of mental 
illness. Anecdotal evidence of Black Americans’ beliefs about general health and its 
treatment has indicated mistrust of others, and a focus on individual responsibility to 
maintain health (Snow, 1983). It is argued that such beliefs may be very adaptive for 
minority groups living in an environment of poverty, racism and unemployment, 
where it is important to depend on oneself and consider the negative intentions and 
responses of others to survive.
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Hall & Tucker (1985) explored mental illness beliefs amongst Black and White 
Americans in the community. They reported more ‘misconceptions’ regarding mental 
illness among Black people, but it is not entirely clear what ‘misconceptions’ refers 
to. Although race did not affect help-seeking attitudes, having fewer misconceptions 
of mental illness was significantly related to positive help-seeking attitudes across all 
individuals. It is difficult to draw specific conclusions from this research, but it may 
point to some level of difference in understanding mental illness, which could then 
affect help-seeking.
An investigation of Black and White American undergraduates’ beliefs regarding the 
cause and treatment of different mental illnesses, including schizophrenia, revealed no 
differences in beliefs about the ‘normality’ or ‘severity’ of descriptions (Millet, 
Sullivan, Schwebel & Myers, 1996). However, spiritual factors were significant in 
Black Americans’ beliefs regarding both treatment and cause compared to the White 
Americans.
In a more recent survey of African-, European- and Latino-American women, 
Alvidrez (1999) found that African-Americans reported significantly higher stigma 
ratings concerning mental health problems compared to a Latino group (unfortunately 
it was not clear how they compared to the European-American group). This study 
also found that the African Americans were significantly less likely than the European 
Americans to visit mental health services and reported significantly higher levels of 
belief that certain health problems should not be discussed outside the family. 
However, the data were inconclusive about the role of stigma in this. Thus, despite 
some methodological difficulties, this study did find some interesting differences 
regarding stigma and help-seeking between individuals of Black and White American 
origin.
Most recently, Corrigan et al. (2001) surveyed 151 US students’ attitudes to mental 
illness and obtained social distance ratings as a proxy measure of behavioural 
discrimination. Prejudicial attitudes about mental illness (both authoritarianism and 
benevolence) did influence social distance. Significantly, they found that, in contrast
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to research cited above, persons from minority ethnic groups were less likely to 
support prejudicial attitudes, and so it could be inferred, less likely to act negatively 
towards people with mental illness. Unfortunately, this study’s sample was not 
without sources of bias. Firstly, most of the participants were female, and women 
have generally been found to hold more positive attitudes toward mental illness than 
men (Leong & Zachar, 1999). Most importantly, however, ethnicity was only quite 
crudely divided into ‘white’ and ‘nonwhite’, so it is difficult to infer what range of 
cultural influences there were across the sample. Overall, there were only 33 
‘nonwhite’ participants, which also raises doubts over the validity of the data. 
Corrigan et al. (2001) acknowledged that future research needs to validate these 
findings.
More pertinent to a discussion about factors contributing to the incidence of 
schizophrenia in Britain are studies on different ethnic groups in Britain itself. Pote & 
Orrell (2002) investigated perceptions of mental health problems in Britain by asking 
191 participants from five broad ethnic groups to rate whether they thought 
schizophrenia symptom vignettes described a mental illness. Significant differences 
in perceptions emerged, and whilst other factors were also found to contribute, 
ethnicity was the best predictor of these differences. Of particular relevance to this 
discussion, Afro-Caribbean individuals was less likely than others to regard unusual 
thought content as a sign of mental illness. These authors propose that their results 
point to different models of mental distress across ethnic populations. The results 
certainly point to interesting differences at some level amongst diverse ethnic groups, 
although there were again some notable methodological limitations. For example, 
numbers in some of the groups were very small (only 10 in the Afro-Caribbean group, 
compared to 62 in the White British group). Moreover, the educational level of the 
participants was high (39% had a university degree or higher), which has been found 
to influence attitudes to mental illness (Fumham & Murao, 1999).
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1.6 The influence of stigma on schizophrenia treatment across ethnic groups
Littlewood (2001, p.l) states “there is evidence that the popular understanding of 
mental illness, and thus the social response, may determine the actual prognosis of 
severe mental illness, independently of any recourse to medical treatment”. He cites 
the better prognosis of schizophrenia in the third world as possibly due to different 
social concepts of personal identity, such as different attributions of individual 
responsibility for one’s condition and less rejection from one’s social network.8
The literature reveals differences between ethnic groups’ understanding and 
conceptions about mental illness, including stigma beliefs and beliefs about treatment. 
As stigma appears to affect the experience of mental illness at the individual and 
societal levels, and the response to it (e.g. whether treatment is sought), it may be 
particularly significant in accounting for the variability in the onset and experience of 
schizophrenia between Afro-Caribbean and White European people (Russell, 2002). 
Different understandings of both ‘schizophrenia’ and its symptoms may need to be 
considered in explaining this difference (Pote & Orrell, 2002). Cultural influences on 
stigma and treatment-seeking, as well as on understanding treatment for schizophrenia 
will now be discussed.
1.6.1 Stigma and treatment-seeking
Littlewood (2001) reports that ethnic minority groups are commonly thought to be 
more likely to stigmatize mental illness than White-European groups, leading to later 
recourse to treatment and then higher rates of sectioning, for example as seen in Afro- 
Caribbean people. Others also cite the tendency for West Indian families to severely 
stigmatize mental illness and then avoid contact with psychiatric services until crisis 
point (e.g. Jarvis, 1998). This theory seems to argue that the consequence of 
experiencing schizophrenia within the Afro-Caribbean community is social responses 
that exacerbate the schizophrenic condition, and so produce increased incidence rates
8 Other perceptions of stigma in different parts of the world exist however. Kendell (2001) reports 
there is less stigma in Western Europe and North America due largely to the availability o f effective 
treatments and the Western public’s growing awareness of the ubiquity of mental illnesses.
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in this group. It is thought that such differences in beliefs about mental illness also 
affect diagnosis and treatment processes, and these add to differences in rates of 
mental illness. However, there does not appear to be any clear data on this, and 
Littlewood (2001) states that increased stigma beliefs have not actually been 
demonstrated.
There is a substantial body of research on attitudes to help-seeking in the mental 
health arena, but relatively less on the relationship between help-seeking and attitudes 
to mental illness. However, one study of White undergraduates did find that opinions 
about mental illness were related to attitudes to professional psychological help 
(Leong & Zachar, 1999). Socially-restrictive views of mental illness (e.g. 
dangerousness) were associated with negative attitudes towards help-seeking, 
especially related to the stigma of seeking professional help.
In one cross-cultural study comparing a British and Japanese sample, different 
cultural attitudes towards individuals with schizophrenia were found to affect 
perceptions of treatment (Fumham & Murao, 1999). Beliefs about danger and 
abnormality were associated with an increased focus on institutional care and less 
sympathetic views about treatment. Some studies comparing White and African 
Americans cite minimal differences in attitudes to help-seeking (Hall & Tucker, 
1985), whilst others indicate differences do exist related to stigma (Alvidrez, 1999) or 
spiritual beliefs (Millet et al., 1996).
Schnittker, Freese & Powell (2000) directly examined the effects of ‘race’ on beliefs 
about the causes and treatment of particular mental illnesses, including schizophrenia. 
They surveyed a large sample (n=1444) of African and White Americans and found 
several differences that were not accounted for by other variables such as education or 
age. Compared to Whites, African Americans tended to reject the idea that mental 
illness is caused by either genetics or poor family upbringing, and held generally 
negative attitudes towards mental health services. Schnittker et al. (2000) suggest 
African Americans react against such stigmatizing explanations due to their 
experience of similar arguments about genetics and family being used in racial 
discrimination against them. This leads to reactions against the mental health services
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which seem to endorse them.
Others have argued that whilst fear of social stigma may prevent seeking professional 
treatment, beliefs about the effectiveness of alternatives, such as religious and cultural 
support, may also lead to low treatment-seeking (Cinnirella & Loewenthal, 1999). 
These authors argue that greater understanding of the lay conceptions of mental health 
in ethnic communities is required in order to understand referral and help-seeking 
characteristics across social groups. Various perspectives on patterns of treatment- 
seeking amongst ethnic groups exist, but the fact that minority ethnic groups 
experience different pathways into care and then different treatment remains a robust 
finding in the literature (Bennett & Dennis, 2000), and attitudes to treatment amongst 
these groups warrants examination.
1.6.2 Understanding mental illness treatment
Similarly to the theory that stigma prevents initial seeking of treatment, it has also 
been suggested that higher diagnostic rates of schizophrenia among Afro-Caribbean 
people may be a consequence of the conceptions ethnic minority groups have about 
mental illnesses, such that individuals are deemed to have poorer ‘insight’ into 
treatment (Johnson & Orrell, 1995). The term ‘insight’ is used to describe a person’s 
understanding of schizophrenia and of needing treatment, but often denotes ‘insight’ 
into the Western medical model9.
In a study of inpatients’ case-notes, significantly more Black Caribbean individuals 
were judged to have no insight compared to White British individuals (Johnson & 
Orrell, 1996). It was argued that differences between the psychiatrist’s and Afro- 
Caribbean patient’s models of mental illness or its treatment might lead to mismatches 
in understanding the patient’s main difficulties. Such differences could contribute to 
problems with communication within mental health services, such that schizophrenia
9 It is worth pointing out that insight has long been thought to be a function of the schizophrenic illness 
itself, and it could be argued that insight is particularly affected by schizophrenia symptoms in Afro- 
Caribbean patients. However, McEvoy et al. (1989) found that current symptoms of schizophrenia (or 
“degree of psychopathology”) did not appear to have any relationship with degree of insight, and nor 
did past experience of treatment.
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is more poorly managed, leading to higher rates in Afro-Caribbean people. Greater 
understanding of these differences (or at least awareness of them) could create 
opportunities to examine the client’s perception of their own problems and which, for 
them, are significant (Pote & Orrell, 2002).
Perkins & Moodley (1993) investigated how Afro-Caribbean and White inpatients’ 
perceptions of their problems (the majority were diagnosed with schizophrenia) might 
influence the difference in their pattern of mental health service use. Patients’ 
perceptions of their problems were classified as psychiatric, physical/social, or not 
problems at all. None of the White patients denied having problems, whilst responses 
of Afro-Caribbean patients were roughly equally spread across categories, and this 
was a significant difference. Being Afro-Caribbean also increased the likelihood of 
compulsory admission. The authors argue that denial amongst Afro-Caribbean 
patients therefore often involves denial of problems of any sort -  this might then lead 
to increased resistance to treatment and the use of compulsory admission. However, 
their results can be interpreted slightly differently, in that Afro-Caribbean patients 
might have a broader range of ways to explain their problems, explanations that were 
not sufficiently tapped in this study. It is possible, for example, that finding oneself in 
hospital may more clearly indicate psychiatric or physical problems to White patients 
than to Afro-Caribbean patients, whose experience of being forcibly placed in an 
institution may have very different connotations (associated with racial oppression 
rather than mental or physical illness). The notion of hospital as a place to receive 
help may have been more or less familiar to different groups of patients.
Stigma beliefs may lead individuals who come to be diagnosed with schizophrenia to 
deny their illness and so reject the need for some sort of treatment. However, the 
exact effect of stigma on denial appears complex. There is evidence that less concern 
about stigma is associated with denial that one is mentally-ill (Pyne, Bean & Sullivan, 
2001). Conversely, Johnson & Orrell (1996) consider that Black patients with 
psychosis may be deemed to have less insight by psychiatrists because of a greater 
concern with stigma within Black minority groups.
Several authors argue that insight is not actually a unitary concept (Johnson & Orrell,
2 9 0
Major Research Project
1995). Thus cultural beliefs about mental illness and its treatment, including 
stigmatising attitudes, may well affect individual ‘insight’. In a study comparing 
patients in Germany and America, Townsend (1975) found psychiatric patients’ views 
of their illness and its treatment mirrored those of the general public in their own 
countries. It then seems unlikely that negative and stigmatising community attitudes 
to schizophrenia do not influence patients’ willingness to acknowledge having 
schizophrenia themselves (Johnson & Orrell, 1995). ‘Insight’ into symptoms and 
treatment may therefore be a function of broader social and cultural beliefs, and a 
reflection of the individual’s self-protection against them.
1.7 Rationale for Research
Psychiatric stigmatisation is a global problem but does not seem to have been 
systematically investigated across different ethnic groups10. The literature reviewed 
so far in relation to the Afro-Caribbean and White-European experience of 
schizophrenia, although relatively scattered, appears to indicate several clear points. 
Firstly, there are differences in the course of schizophrenia between these two ethnic 
groups both in terms of pathways through mental health services, and of patterns of 
diagnosis and personal experience. Whilst there are many theories attempting to 
explain the strikingly higher rates of schizophrenia among Afro-Caribbean 
individuals, there is no clear evidence favouring one in particular. However, what 
evidence there is points to a role for social responses, such as stressful family 
interactions or racial discrimination. More specifically, stigmatising responses from 
others may be important in creating a stressful social environment which may 
contribute to the trajectory of schizophrenic conditions and relapse.
Secondly, both attitudes to and understanding of schizophrenia appear important for 
individuals suffering symptoms by affecting engagement with health services. One 
particular argument that has been put forward is that if treatment of schizophrenia 
symptoms is delayed, perhaps due to fear of stigma or different understandings of
10 Despite this lack of investigation, cultural differences in stigma beliefs are often assumed within 
mental health services. For example, Bennett & Dennis (2000) criticise the overemphasis that mental 
health professionals sometimes place on psychiatric stigma amongst South Asian groups.
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mental illness, symptoms may intensify such that the condition is more severe when 
mental health services are finally involved. Thus differences in beliefs about 
treatment may also be significant, and existing evidence for greater denial of 
traditional psychiatric treatment amongst Afro-Caribbean patients is consistent with 
this.
Whilst epidemiological surveys of aspects of this experience across ethnic groups 
have been conducted, the beliefs Affo-Caribbean and White-European people in 
Britain hold about schizophrenia and its treatment have not been specifically or 
systematically investigated. This research aims to explore their views of 
schizophrenia, its recognition and treatment, with a particular focus on stigma. The 
investigation involves a young adult sample, the age-group which is most at risk of 
developing schizophrenia (McKenna, 1997), in the hope of inferring something about 
the typical beliefs held by similar individuals who have also developed 
schizophrenia11. Little research has been conducted on this subject so far, and what 
there is has been done in the US. Given the differences in the experience of 
schizophrenia amongst Afro-Caribbean and White-European people specifically 
found in Britain, it seems even more important to begin such investigations in the 
British population.
Understanding perceptions of such problems is important due to the common 
mismatch between community/lay perceptions and what services offer, which can 
lead to poor engagement and individuals ‘falling through the net’ (Perkins & 
Moodley, 1993). This may be especially pertinent in community-based care where 
there is increased onus on individuals, families and friends to avail themselves of 
help. Greater understanding is also called for to enable more beneficial therapeutic 
relationships between clients and clinicians of different ethnic backgrounds (Pote & 
Orrell, 2002; Schnittker et al., 2000).
11 As younger individuals with schizophrenia are sometimes thought to lack insight due to their 
symptoms (Perkins & Moodley, 1993), asking a sample of individuals without psychosis removed this 
factor.
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Whilst in some ways this research has an exploratory flavour, it is nevertheless guided 
by hypotheses based on previous literature. One theory postulates that higher levels 
of stigma towards schizophrenia contribute to the elevated rates of schizophrenia in 
the Afro-Caribbean community in Britain (Littlewood, 2001)12. Therefore the first 
hypothesis this research sets out to examine is that people from the Afro-Caribbean 
community stigmatise the diagnosis of schizophrenia more than people from the 
White-European community. Some research has indicated greater stigma toward 
mental illness in Afro-Caribbean groups (e.g. Alvidrez, 1999; Hall & Tucker, 1985), 
while other studies have indicated less prejudiced beliefs (e.g. Corrigan et al., 2001), 
although these studies did not focus on schizophrenia specifically. Stigma towards 
schizophrenia may be important if it deters people from seeking treatment and leads 
to more negative experiences in the mental healthcare system (Littlewood, 2001). A 
further research issue concerns how the two groups view the symptoms of 
schizophrenia. Whilst previous research has often sampled views of ‘mental illness’ 
explicitly, it is not entirely clear how Afro-Caribbean and White-European people 
might differ in their views of the (unlabelled) symptoms, and so no specific prediction 
is made. Instead, this is addressed as an exploratory research question.
It is further hypothesised that White-European people will be more likely to suggest 
professional mental health treatment in response to symptoms of schizophrenia than 
Afro-Caribbean people. The literature suggests culture has a significant bearing on 
how symptoms are recognized and evaluated (Angel & Thoits, 1987; Millet et al., 
1996; Pote & Orrell, 2002). White-European people may be more likely to rate 
schizophrenia symptoms as indicating a psychiatric illness requiring health treatment 
than Afro-Caribbean people.
Previous researchers have considered the differences between lay and professional 
understandings of psychiatric labels (Fumham & Bower, 1992), and it is 
acknowledged that applying a diagnostic label to symptoms appears to influence 
people’s beliefs (Angermeyer & Matschinger, 1996). In particular, labelling may
12 It is important to make it clear that, as this supposition has not been discussed in any depth in the 
literature the possible reasons for greater stigma beliefs, for example whether due to cultural 
understandings of mental illness or a heightened awareness and fear of associated racial discrimination, 
have not been put forward.
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make individuals vulnerable to discrimination and devaluation due to the associated 
stigma (Link, 1987). It therefore seemed important to try to separate symptoms of 
schizophrenia from the diagnostic label. It is hoped this may reveal lay attitudes to 
the raw symptoms that constitute schizophrenia without leading or biasing 
participants’ responses, and also the significance of the psychiatric label to be 
evaluated separately. The effects of labelling symptoms for people from different 
ethnic groups have not so far been examined by the literature. Therefore, a fourth 
hypothesis for this research was simply to replicate findings consistent with ‘labelling 
theory’, that across groups, a diagnostic label of schizophrenia generates greater 
stigma than symptoms of schizophrenia.
Research Hypotheses
1. Afro-Caribbean young adults view the diagnosis of schizophrenia as more 
stigmatising than White-European individuals.
Exploratory research question: How do the Afro-Caribbean and White-
European groups’ views of the stigma associated with schizophrenia symptoms 
compare?
2. White-European young adults are more likely to suggest treatment for 
symptoms of schizophrenia from a general or mental health professional than 
Afro-Caribbean young adults.
3. White-European young adults are more likely to consider schizophrenia 
symptoms indicate mental illness than Afro-Caribbean young adults.
4. Overall, both groups view the symptoms of schizophrenia as less stigmatising 
than the diagnostic label.
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2. Method
2.1 Participants
This initial sample consisted of 179 people from various ethnic groups. Participants 
for this study were recruited from 3 colleges and 1 adult education centre in South 
London. These establishments were approached because they were situated in 
London boroughs whose communities had relatively high proportions of Afro- 
Caribbean people as assessed by the last census (HMSO, 2001). Their student 
populations were ethnically diverse, aged 16 and over, and mostly without higher 
(university level) education.13 Additional participants were recruited from a college 
in Surrey to ensure the sample was balanced across ethnicity, age, gender and 
educational level -  see Table 1 for the initial sample’s demographic details.
Participants were recruited from a variety of BTEC and A-level classes, including IT, 
modem languages, physical and social science subjects. In most cases, questionnaires 
were completed in the presence of the researcher, but a few (n=3) were returned later. 
Six of those given the questionnaire decided not to participate and returned it 
uncompleted (an option given in the procedure script).
This research was aimed at comparing White-European and Afro-Caribbean people 
from a relatively homogenous social background, and so participants who were from 
other ethnic groups were excluded. Thus, for inclusion in the final sample, 
participants needed to have defined themselves either within the ‘White’ or ‘Black’ 
ethnic categories (those who defined themselves as of ‘Mixed’ ethnic background -  
that is ‘White and Black African’ or ‘White and Black Caribbean’ were not included). 
Previous research has found that educational attainment affects attitudes to mental 
illness (Pote & Orrell, 2002) and so the range of educational levels in the sample was 
limited to secondary education (A-level) and below.
13 Thus although this was a student sample, it was not situated in a university population. It was hoped 
participants would have a fairly standard level of education, and therefore be representative of the 
general lay population and not so ‘trained’ to give either socially expected or academic answers.
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Initial sample Final sample
Number of individuals (n) 179 128
Sex
- Female 106 (59.2%) 76 (59.4%)
- Male 66 (36.9%) 46 (35.9%)
Mean age (sd) 24.5 (10.4) 22.8 (9.87)
Ethnicity
- Asian 6 (3.4%) 0
- Black/Afro-Caribbean 81 (45.3%) 76 (59.4%)
- Chinese 1(0.6%) 0
- Mixed 13 (7.3%) 0
- White/European 76(42.5%) 50 (39.1%)
Mean years lived in the UK (sd) 17.6 (13.1) 15.2 (12.0)
Highest educational qualification 
- Current course * 30 (16.8%) 28 (21.9%)
- GCSE 52(29.1%) 47 (36.7%)
- A-level 34 (19.0%) 30 (23.4%)
- Degree 25 (14.0%) 0
- Higher degree 8 (4.5%) 0
* Some participants responded by giving their highest mark on the course they were currently 
studying, and it was therefore assumed that they had no prior educational qualifications.
Table 1. Demographic information about initial and final sample groups. (Numbers 
in brackets show percentage of the total participants. Percentages of missing values 
are not shown.)
It was also hoped that by including only those from lower educational levels, fewer 
individuals would have had formal education about mental illness -  in this way the 
survey strived to assess lay beliefs. Exclusion criteria were having higher educational 
qualifications. Those with missing data, for example regarding age or sex, were still 
included. The final sample consisted of 128 individuals (see Table 1).
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Information about the final sample of participants by ethnie group is provided in 
Table 2. Although there were more women than men in all, gender proportions did 
not differ significantly by ethnic group (%2 (1, n=121) = 0.288, p = 0.591). Similarly, 
the proportions of people with differing educational backgrounds were compared and 
not found to be significantly different between ethnic groups (%2 (1, n=105) = 4.483, p 
= 0.106).
Mann-Whitney U tests (non-parametric statistics) were used to compare age and years 
in the UK across ethnic groups as these variables were not normally distributed. Age 
ranged from 16 to 59 years, and did not differ significantly by ethnic group (z (69,50) 
= 1508, p = 0.235, 2-tailed test). There was a significant difference between the two 
ethnic groups in how long individuals had lived in the UK (z (66,47) = 681, p = 0.000, 
2-tailed test), with the White-European group having longer residence.
Afro-Caribbean group White-European group
Sex
- Male 25 (35.2%)" 20 (40.0%)
- Female 46 (64.8%) 30 (60.0%)
Mean age (sd) 21.5(7.3) 24.7 (12.5)
Highest educational level
- Current 20 (28.2%) 8 (16%)
- GCSE 22 (31.0%) 25 (50%)
- A-level 18 (25.4%) 12 (24%)
Years lived in the UK (mean) 10.2 (8.5) 22.0 (13.0)
Table 2. Demographic information about Afro-Caribbean and White-Euronean 
groups in the final sample. (Numbers in brackets show percentage of participants 
within groups. Percentages of missing values are not shown.l
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2.2 Procedure
Twenty colleges and adult education centres in South London were initially contacted 
by telephone to invite participation in the study. Follow-up letters were then sent to 
either the Principal or named person in charge of student affairs in those four 
establishments which agreed to participate in order to arrange data collection (see 
Appendix 3). The researcher then visited a range of different classes and tutorial 
groups. Students were asked to complete the Social Perceptions Questionnaire either 
before classes started or during study breaks. The researcher introduced the research, 
invited students to take part, and then distributed the questionnaire together with an 
Information Sheet (providing basic information and contact details of the researcher) 
and Consent Form to each member of the group. The questionnaire pack is provided 
in Appendix 4. Students who were interested completed the questionnaire, whilst 
those who declined to take part could hand in the questionnaire pack uncompleted. 
The researcher remained on site in order to answer questions and collect back 
questionnaires, with the aim of promoting questionnaires to be filled in there and then. 
As reading and answering questions about mental illness had the potential to provoke 
strong reactions, students were invited to keep the last page of the questionnaire, 
which was a ‘Debrief Sheet’. This included details of local organisations dealing with 
mental health issues, whom participants could contact. Participants were thanked and 
encouraged to keep the Information Sheet should they wish to discuss the research 
after taking part or request details of the findings. A research ‘script’ guided the 
researcher through the procedure with the aim of maintaining consistency across 
student groups -  see Appendix 5.
The questionnaire took approximately 20 minutes to complete. However, the whole 
process sometimes took up to 40 minutes due to introductory engagement 
conversations with participants and debriefing discussions afterwards. The researcher 
was careful to follow the procedure script quite rigorously before questionnaires were 
completed, so that no extra details were given to participants about the research 
beyond clarification of the procedure. However, with participants who were 
interested, further discussion took place afterwards; this happened with two groups.
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A research proposal outlining the aims, procedure and relevant issues was submitted 
to the University of Surrey Ethics Committee and approved. The approval letter is set 
out in Appendix 6.
2.3 Instruments
2.3.1 Questionnaire methodology
Although public opinion surveys regarding attitudes to mental health exist, there does 
not appear to be agreement over an instrument to measure stigma (Byrne, 2001). 
Therefore the researcher developed the Social Perceptions Questionnaire (SoPQ) in an 
attempt to assess stigma beliefs regarding schizophrenia symptoms.
As described in section 1.4, attitudes towards mental illness across and within social 
and cultural groups have been assessed using various approaches, such as structured 
interviews and questionnaires. The latter often involve rating responses to mental 
illness via its depiction in a clinical case vignette. However, this study sought to 
lessen the influence and imposition of Western and professional/academic 
conceptualisations of schizophrenia on participants’ own conceptualisations to some 
extent, and so unlabelled symptom vignettes were used. The diagnostic label of 
schizophrenia was described in a separate vignette, and in this way was presented as a 
further aspect of the schizophrenia experience.
By presenting symptom vignettes rather than a case, the aim was to identify ‘bottom- 
up’ what signs are recognised as schizophrenia, what the attitudinal response to these 
is, and what action is recommended. In terms of Angel & Thoits’ model (1987) this 
corresponds to first, second and third order categorization of affective change -  that is 
attending to/ignoring (or recognizing), evaluating, and acting on symptoms, 
respectively. Moreover, participants were not primed with any language suggesting 
mental illness, and vignettes were presented as describing usual and unusual 
experiences.
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It was also hoped that using vignettes describing schizophrenia components 
minimised bias that could arise from peripheral factors such as age and status of the 
character in a case vignette, as well as other idiosyncratic details of disturbed 
behaviour (Pote & Orrell, 2002). A questionnaire approach further provided a more 
efficient means of collecting data from a relatively large sample in a standardised 
way.
2.3.2 Construction of the questionnaire
The SoPQ was developed by the researcher to assess beliefs about the symptoms and 
label of schizophrenia and was based on questionnaires previously used to survey 
beliefs about mental illness. It consisted of seven vignettes, for which participants 
were asked about social perceptions and the appropriacy of treatment. Four vignettes 
described symptoms of schizophrenia, two described unusual non-symptom 
behaviours not classified as psychiatrically pathological, and one described a 
diagnosis of schizophrenia. The symptom and non-symptom vignettes were taken 
from the pool of vignettes used by Pote & Orrell (2002) in their study on perceptions 
of schizophrenia15. These symptom vignettes had been developed from well- 
documented psychiatric scales (McEvoy, Schooler, Friedman, Steingard & Allen, 
1993) and evaluated as both reliable and valid. The four vignettes selected were as 
follows:
Anhedonia/Asociality
H e does not f in d  much interesting. Things that had previously  been attractive or  
stim ulating to him ju s t  do not seem to m atter any more. H e does not g o  out with  
others much. I t ju s t  does not seem worth the effort o r trouble. N ot much is fun. N ot 
much is exciting. It is sim pler ju s t  to s tay  a t home and take things easy by himself.
Suspiciousness
It becam e very clear to him that som ething w as definitely go ing  on. They had sin gled  
him out and they meant to cause him trouble. Some very pow erfu l p eo p le  intended to
15 In this study eight schizophrenia symptom, eight depression symptom and six non-symptom 
vignettes were used in total.
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harm him, and these p eo p le  left clues everywhere in order to threaten and w orry him. 
H e had to be very cautious because these p eo p le  seem ed to know an incredible  
amount about him. Perhaps they w ere secretly  m onitoring him.
Unusual Thought Content
H e had som e very surprising experiences. P eople seem ed able to know his thoughts. 
H e would ju s t  think about a topic and, next thing, they w ould broadcast that very  
topic over the radio or the TV. People on the street w ould signal that they knew what 
he w as thinking. Sometimes signals appeared in things he w as reading that show ed  
how much they knew about him. Sometimes these peo p le  w ould p u t their thoughts 
into him mind. That fe l t  strange.
H allucinatory Behaviour
H e began to notice p eo p le  talking about him. A t f ir s t  he w as not sure who it w as  
talking or why they talked about him. People talked about him in many different 
p laces  and he gradually became used to it. Sometimes a t night they w ould be outside  
the w indow o f  the next fla t. Sometimes it was alm ost like telepathy. Som etimes they 
sa id  very nasty things.
Only four of the eight symptom vignettes were chosen for several reasons. Firstly, 
because more questions were asked for each vignette in this study, the number of 
vignettes had to be reduced in order to prevent overwhelming participants with an 
overly long questionnaire. This also helped to encourage its completion. Secondly, to 
focus the investigation on the core signs indicating schizophrenia, those vignettes 
appearing to reflect the symptoms central to the presentation of schizophrenia were 
chosen. Positive symptoms characteristically associated with schizophrenia include 
hallucination, suspicion and unusual thought content, whilst characteristic negative 
symptoms include social withdrawal and blunted affect (Harvey, Davidson, White, 
Keefe et al., 1996). Mass (2000) also found impairments associated with auditory 
uncertainty, deviant perception, ideas of reference, and disordered thought were 
particularly characteristic within the subjective experience of schizophrenia. A third 
reason to concentrate on these vignettes was that they appeared to be most 
discriminatory of the influence of ethnicity in Pote & Orrell’s (2002) study.
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Non-symptom vignettes were included to balance responses and help differentiate 
which behaviours prompted certain responses. Their inclusion was also used to 
monitor social desirability effects on responding. The two selected presented 
extraversion and affectionate behaviours:
Extraversion
H e is alw ays the f ir s t  person  to speak in a group. Sometimes he can talk fo r  ten 
minutes without g iving  others a chance to say their po in t o f  view. When peo p le  do  
interrupt he w ill often say  a critical comment which silences them. H e does things 
spontaneously, in reaction to what is going on around him, and m ay not think them 
through beforehand.
Affectionate
H e is very affectionate, and likes m ost peo p le  he meets. On m eeting a fr ien d  or  
som eone he has only m et on a couple o f  occasions he w ill hug them and kiss them on 
the cheek. H e w ill talk to others in a very loving manner, and alw ays shows his 
feelings. H e is often expressive with his hands when talking and w ill touch others 
frequently.
Finally, a schizophrenia-label vignette was devised, presenting a characteristic 
experience of receiving a diagnosis of schizophrenia. Typical consequences of being 
given a diagnosis within psychiatric services were described. An independent 
researcher, experienced in research methods and investigation of psychiatric stigma, 
assessed this as comparable in style to the other vignettes.
Schizophrenia D iagnosis
H e had not been w ell f o r  som e time. H e went to the hospital with a relative to see  a  
doctor. The doctor who saw  him w as a psychiatrist. The doctor to ld  him he had  
Schizophrenia. H e w ou ld be in hospital f o r  a while and sta rt taking m edication to 
help him. A nurse came to talk to him. When he g o t back home, the nurse continued  
to v isit him to make sure he w as okay.
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Presentation of vignettes was counterbalanced to control for effects of order, resulting 
in four versions of the questionnaire. However, the diagnosis vignette was always last 
to prevent biasing participants’ responses. For each vignette, participants were asked 
to assume that the experiences had occurred for at least 2 weeks (in line with 
diagnostic criteria), and then rate their agreement with six statements describing 
stereotypical and stigmatising attitudinal responses towards mental illness. These 
were developed on the basis of factors repeatedly shown to be significant components 
and indicators of stigmatising beliefs in the literature. Scales designed to measure 
community attitudes towards people with mental illness have described key 
dimensions (e.g. Taylor & Dear, 1981), such as authoritarianism  (the mentally-ill 
require coercive handling), benevolence  (a paternalistic/sympathetic view), and socia l 
restrictiveness  (the mentally-ill as a threat to society). In Hirai & Clum’s (2000) 
questionnaire assessing beliefs about mental illness for cross-cultural comparisons, 
three factors emerged: incurability, dangerousness, and p o o r  social/in terpersonal 
skills. Regarding schizophrenia specifically, Fumham & Murao (1999) identified 
dangerousness, abnormality, individual’s  rights and curability  as key to the 
conceptions different groups have. Investigation of psychiatric labelling and stigma 
(e.g. Link et al., 1997) reveals similar themes of enduring stereotypes, such as 
dangerousness, diminished trust and social status, as well as setting apart from others.
From such literature, it appears that negative socia l status, dangerousness, 
abnorm ality  and curability  frequently emerge as organising factors in people’s 
conceptions of mental illness such as schizophrenia. By drawing comparisons to 
items used specifically to measure stigma (Link, 1987), statements reflecting each 
dimension were developed as follows:
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N egative socia l status
Most people would willingly accept this person as a close friend.
Most people would be reluctant to have this person as a boyfriend.
Dangerousness
Most people would be afraid this person may harm others.
Most people would believe this person to be trustworthy.
Abnorm ality
Most people would think that virtually anybody could be like this.
Curability
Most people would believe this person was going through a temporary state which 
they would emerge from.
A further statement, that ‘The description implies this person has a mental illness’ was 
also included. This relates to the attitudinal response concerned with abnormality, but 
predominantly indicates labelling of symptoms as mental illness. Moreover, this 
provides a replication of Pote & Orrell’s investigation of perceptions of 
schizophrenia. Identification with this and the above beliefs was assessed by asking 
participants to rate their agreement with these statements on a 5-point Likert scale 
from ‘strongly disagree’ to ‘strongly agree’. Thus participants were not being asked 
about their own stigmatising attitudes, but about their perceptions of community 
stigma. It is difficult to achieve honest responses about individuals’ personal stigma 
beliefs, as they would tend to give the ‘right’, socially-desirable answers. By asking 
about ‘most people’, this tendency would be reduced, and a more accurate measure of 
social group responses obtained.
Two simple questions about treatment were also asked to obtain participants’ 
responses to the vignettes in terms of possible action taken. They were asked whether 
the vignette indicated any need for help or treatment, and, if  so, what kind of help or 
treatment. Other research has used independent measures of treatment options to 
assess help-seeking e.g. Edman & Koon (2000). However, in order not to lengthen
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the questionnaire, but yet not restrict the quality o f  the information given about 
treatment, subjects were left to provide their own options in response to an open- 
ended question.
A  separate sheet asked for demographic details. Participants were asked to define 
their ethnicity in terms o f  the categories used in the 2001 census (CRE, 2001). It has 
been argued that self-definition o f  ethnicity may oversim plify cultural identity (Dana,
1998), but since personal and individual feelings o f  commonality with others 
ultimately define ethnicity, it is difficult to see how else it may be attributed to people. 
Moreover, clinical psychology training courses have started to recommend the use o f  
the census categories in defining ethnicity o f  clients (University o f  Surrey, 2003).
The questionnaire was piloted on a small group o f  students to estimate how much 
time it required and how easily it was understood. Following this, some wording was 
changed to clarify items, and certain vignettes were made more comparable in terms 
o f  length and style.
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3. Results
3.1.1 Factor Analysis
Exploratory factor analysis was conducted to examine internal validity of the stigma 
items. Scores for each item were summed across vignettes so that a total score for 
each stigma statement was produced for each participant. The correlation matrix 
showed several r values greater than 0.30, indicating it was acceptable to factor 
analyse the data (Tabachnick & Fidell, 2001) -  see table 3. The Principle 
Components method and Varimax with Kaiser normalization (orthogonal) rotation 
were used16 on the total participant sample17 - see Table 4. A factor loading level of 
0.45 was used as the cut-off criterion for factor membership (which allows ‘fair’ 
separation -  see Tabachnick & Fidell, 2001) as well as an examination of the face 
validity of each item.
Stigma
statements
1. Friend 2. Harm 3. Temp­
orary
4. Boy­
friend
5. Trust 6.
Anybody
1. Friend 1.000 0.229 0.079 0.242 0.500 0.230
2. Harm 0.229 1.000 -0.320 0.191 0.201 -0.032
3. Temporary 0.079 -0.320 1.000 0.044 0.116 0.313
4. Boyfriend 0.242 0.191 0.044 1.000 0.070 0.113
5. Trust 0.500 0.201 0.116 0.070 1.000 0.072
6. Anybody 0.230 -0.032 0.313 0.113 0.072 1.000
Table 3. Correlation matrix of summed statement scores (f>0.30 shown in bold)
16 Factor analysis with Direct Oblimin (orthogonal) rotation was also carried out and a similar factor 
solution was obtained.
17 The total sample was used rather than the two participant groups as the larger n would facilitate a 
more stable factor solution, and further in order to compare participant groups it was important that the 
factor solution was the same for both groups.
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Stigma statements Factor loading
(SoPQ items 1 - 6 ) 1 2
1. Most people would willingly accept this person as a close friend. 0.819 0.142
2. Most people would be afraid this person may harm others. 0.556 -0.582
3. Most people would believe this person was going through a 0.026 0.845
temporary state which they would emerge from.
4. Most people would be reluctant to have this person as a boyfriend. 0.482 0.007
5. Most people would believe this person to be trustworthy. 0.711 0.096
6. Most people would think that virtually anybody could be like this. 0.296 0.630
Table 4. Factor analytic results for the six stigma items of the SoPQ (factor loadings 
>0.45 shown in bold).
Two factors emerged with an eigenvalue of >1.00, accounting for 54.7% of the 
variance. The first factor explained 30.6% of the variance, and contained items 1, 2, 
4, and 5, which appeared to reflect stigmatising attitudes relating to interpersonal 
issues and social exclusion, that is social stigma. The second factor explained 24.4% 
of the variance, and contained items 3 and 6, which appeared to reflect perceptions of 
core difference and discrimination from the norm, that is difference stigma. These 
key concepts are consistent with the two themes of social rejection and setting apart 
from others, which are emphasised throughout the literature (Link et al., 1997).
Item 2 loaded on both factors equally, and in such cases items are placed with the 
factor determined most appropriate after considering both factor loading and face 
validity so that the factor solution is both useful and meaningful (Hirai & Clum, 2000; 
Tabachnick & Fidell, 2001). It was therefore decided to place it with social stigma as 
it concerned interpersonal issues, ie. harm to others. However, it is striking that this 
item was relatively strongly negatively correlated with the difference stigma factor, 
and this necessitates some consideration of the meaning of this item for participants. 
It is possible that some participants predominantly perceived the social meaning of
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this item (hence the factor 1 loading), whilst others predominantly perceived harm to 
others as an understandable acute reaction in someone experiencing difficulties rather 
than a permanent state of difference (making it negatively correlated with factor 2). 
Of course, this is highly speculative, but highlights the curious nature of this item 
within the questionnaire’s structure.
3.1.2 Reliability Analysis
Stigma scores were calculated for each vignette, with items reverse-scored as 
appropriate. Total stigma scores were computed by summing all six stigma items per 
vignette, and so had a possible range of 6 to 36. Reliability analysis (Cronbach’s 
alpha) was undertaken for all questionnaire items relating to stigma beliefs (alpha = 
0.71). This revealed satisfactory internal consistency.
The social stigma and difference stigma sub-scales which had been suggested by 
factor analysis were also inspected for internal reliability. These sub-scales both had 
satisfactory internal consistency (social stigma, alpha = 0.72; difference stigma, alpha 
= 0.70).18 Social stigma was calculated by summing responses to items 1, 2, 4 and 5 
(a possible range of 4 to 20), whilst difference stigma was calculated by summing 
responses to items 3 and 6 (a possible range of 2 to 10). Higher scores indicated 
greater (i.e. more negative) stigma beliefs.
3.1.3 Other Data Analysis
Responses to the questions about treatment were treated as categorical data. The 
categories of types of help or treatment that emerged were professional health (e.g. 
talk to a counsellor, see a doctor); professional non-health (e.g. call the police); other 
support (e.g. talk to family or friends); unclear (e.g. get help); and none (i.e. no help 
is needed). Another researcher inspected a sample of questionnaires and categorised 
responses to check reliability. Inter-observer agreement was assessed by calculating
18 These figures were comparable to Pote & Orrell’s (2002) study, in which alphas ranged from 0.68 to 
0.86 across sub-scales.
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Cohen’s Kappa (Robson, 1993), K = 0.78, which indicated excellent inter-observer 
agreement.
3.2 Stigma beliefs about schizophrenia diagnosis and symptoms
Hypothesis 1: Afro-Caribbean young adults view the diagnosis of schizophrenia as 
more stigmatising than White-European individuals.
Exploratory research question: How do the Afro-Caribbean and White-European 
groups’ views of the stigma associated with schizophrenia symptoms compare?
The frequency distributions of participants’ total stigma, social stigma and difference 
stigma scores were checked, and inspection of skew and kurtosis indicated they did 
not significantly deviate from normality -  see Appendix 7. A Multivariate Analysis 
Of Variance (MANOVA) was then carried out to examine any differences in stigma 
beliefs between the two groups. Table 5 shows the total stigma scores by ethnic 
group for the different vignettes. The effect of ethnic group was primary in the 
analysis, but sex was also included as an independent variable. Although no 
differences were found in gender proportions between the two groups, previous 
studies have indicated sex differences in attitudes to mental illness (Leong & Zachar,
1999) and highlighted it as a possible confounding variable (Corrigan et al., 2001). 
Therefore it seemed important to consider this. Analysis revealed ethnicity was 
significant in accounting for the variance in participants’ total stigma scores (F (7,88) 
= 2.663, p = 0.015, r|2 = 0.175). There was no significant effect of sex (F (7,88) = 
0.591, p = 0.761, r|2 = 0.045), or any significant interaction of sex and ethnicity (F 
(7,88) = 0.947, p = 0.475, r|2 = 0.070).
A series of ANOVA (Analysis Of Variance) tests allowed more specific investigation 
of these differences (see table 5). This revealed that White-European participants had 
significantly higher total stigma scores than Afro-Caribbean participants on 
hallucination, suspiciousness, thought content and diagnosis vignettes. Conversely, 
Afro-Caribbean participants had significantly higher total stigma scores than White-
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European participants 
significant differences.
on the affectionate filler vignette. There were no other
Mean Scores (sd) Afro-
Caribbean
White-
European
F value P value (2- 
tailed)
Total Stigma
- Hallucination
- Suspiciousness
- Anhedonia
- Thought Content
- Diagnosis
- Extraversion
- Affectionate
18.44 (3.30) 
17.67 (3.19) 
17.27 (3.31) 
18.06 (3.03) 
18.65 (3.65) 
19.25 (3.03) 
16.04 (3.21)
20.07 (4.08) 
20.30(3.81) 
17.83 (2.50) 
19.87 (3.86) 
20.52 (3.63) 
18.98 (2.62) 
14.76 (2.57)
4.050
12.295
0.564
7.642
6.557
0.142
3.427
0.047*
0.001**
0.455
0.007**
0.012*
0.707
0.067
* p<0.05 ** pO.Ol
Table 5. Mean total stigma scores for vignettes across Afro-Caribbean and White- 
European groups.
A second MANOVA was carried out to examine stigma in more detail by looking at 
the two stigma sub-scales for each vignette. Analysis indicated ethnicity was 
significant in accounting for differences in stigma beliefs (F (14,81) = 2.780, p = 
0.002, r|2 = 0.325). However, there was no significant difference by sex (F (14,81)= 
0.520, p = 0.915, r|2 = 0.082), and there was no interaction effect between ethnicity 
and sex (F (14,81)= 0.900, p = 0.562, r|2 = 0.135).
Further ANOVAs revealed the nature of these differences. The White-European 
group’s social stigma scores for the suspiciousness, anhedonia, thought content, and 
diagnosis vignettes were significantly higher compared to the Afro-Caribbean group. 
On difference stigma, the White-European group had significantly higher scores for 
the hallucination and suspiciousness vignettes, whilst the Afro-Caribbean group had 
significantly higher scores for the anhedonia vignette -  see Table 6.
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Mean Scores (sd) Afro-
Caribbean
White-
European
F value P value (2- 
tailed)
Social Stigma 
- Hallucination 12.69 (2.79) 13.65 (3.07) 1.791 0.184
- Suspiciousness 11.92(2.88) 13.89 (2.73) 10.173 0.002**
- Anhedonia 11.33(2.61) 12.72 (2.09) 7.240 0.008**
- Thought Content 11.63 (2.62) 13.04 (3.08) 6.443 0.013*
- Diagnosis 12.56 (3.02) 14.15(2.66) 7.262 0.008*
- Extraversion 12.62 (2.75) 12.48 (2.06) 0.123 0.726
- Affectionate 9.25 (2.79) 8.35 (2.40) 2.337 0.130
Difference Stigma 
- Hallucination 5.75 (1.62) 6.41 (1.53) 5.142 0.026*
- Suspiciousness 5.75 (1.38) 6.41 (1.48) 5.302 0.024*
- Anhedonia 5.94(1.95) 5.11 (1.02) 6.963 0.010**
- Thought content 6.42 (1.59) 6.83 (1.27) 2.430 0.122
- Diagnosis 6.10(1.90) 6.37 (1.51) 0.885 0.349
- Extraversion 6.63 (1.69) 6.50 (1.36) 0.019 0.892
- Affectionate 6.79 (1.68) 6.41 (1.02) 0.980 0.325
* p<0.05 ** pO.Ol
Table 6. Mean social and difference stigma scores for vignettes across Afro- 
Caribbean and White-European groups.
There were four versions of the SoPQ, and each presented the vignettes in a different 
random order. A MANOVA was therefore carried out including ethnicity, sex and 
vignette order as independent variables to evaluate any possible effects of vignette 
order. Again, there was a significant effect of ethnicity on total stigma scores (F 
(7,76) = 2.485, p = 0.024, i f  = 0.186), but neither sex (F (7,76) = 0.776, p = 0.609, r)2 
= 0.067) nor order (F (21,234) = 0.636, p = 0.890, t|2 = 0.054) were significant. This 
indicated that the effect of vignette order on participants’ responses was negligible, 
and so inclusion of vignette order in further analyses was not warranted.
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H ypothesis 4: Overall, both groups view  the symptoms o f  schizophrenia as less 
stigmatising than the diagnostic label.
The data were also analysed as a whole, to examine overall stigma beliefs about the 
separate vignettes. A  repeated-measures A N O V A  was conducted to examine total 
stigma scores o f  the symptom, filler, and diagnosis vignettes. This revealed a 
significant difference between vignettes (F (6,97) =  15.271, p =  0.000, r|2 =  0.486). 
Paired t-tests then allowed each symptom and filler vignette to be compared to the 
diagnosis vignette -  see table 7. Total stigma scores were lower for all symptom and 
filler vignettes compared to the diagnosis vignette. These differences were significant 
for the anhedonia (t (110) =  -4.661, p =  0.000, 2-tailed test), thought content (t (113) =  
-2.050, p =  0.043, 2-tailed test) and affectionate (t (114) =  -7.967, p =  0.000, 2-tailed 
test) vignettes.
Repeated-measures ANOVAs were then used to evaluate scores for the stigma sub­
scales across vignettes. There were significant differences for both social stigma (F 
(6,101) = 21.266, p = 0.000, rj2 = 0.558) and for difference stigma (F (6,103) = 7.046, 
p = 0.000, r|2 = 0.291). Paired t-tests then compared each symptom and filler vignette 
to the diagnosis vignette (see table 7). Compared to the diagnosis, social stigma 
scores were lower for all vignettes, and this was significant for anhedonia (t (113) = - 
4.290, p = 0.000, 2-tailed test) and thought content (t (115) = -3.487, p = 0.001, 2- 
tailed test) symptom vignettes, and for both extraversion (t (117) = -2.171, p = 0.032, 
2-tailed test) and affectionate (t (116) = -10.100, p = 0.000, 2-tailed test) filler 
vignettes. Difference stigma scores were more variable when compared to the 
diagnosis vignette. There were significantly higher scores for the thought content 
vignette (t (114) = 1.977, p = 0.050, 2-tailed test), and for the affectionate filler 
vignette (t (116) = 2.204, p = 0.030, 2-tailed test), compared to diagnosis. Difference 
stigma scores were significantly lower for the anhedonia vignette compared to the 
diagnosis vignette (t (114) = -3.159, p = 0.002, 2-tailed test). All other comparisons 
had non-significant differences.
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Mean Scores (sd) Total Stigma Social Stigma Difference Stigma
Diagnosis 19.53 (3.73) 13.30(2.98) 6.20(1.69)
Hallucination
Suspiciousness
Anhedonia
Thought Content
Extraversion
Affectionate
19.25 (3.68) 
18.95 (3.65) 
17.55 (2.92)** 
18.89 (3.49)* 
19.03 (2.82) 
15.47 (3.00)**
13.08 (2.87) 
12.79 (2.94) 
11.90(2.45)** 
12.20 (2.87)** 
12.44 (2.44)* 
8.92 (2.69)**
6.10(1.56) 
6.14(1.49) 
5.63 (1.65)*
6.60 (1.46)* 
6.59 (1.53)
6.61 (1.43)*
* p <0.05 ** pO.Ol
Table 7. Mean Total Social and Difference Stigma scores of diagnosis and symptom 
vignettes for sample as a whole (p values indicate significance of difference between 
diagnosis and symptom values).
3.3 Treatment beliefs about schizophrenia symptoms
Hypothesis 2: White-European young adults are more likely to suggest treatment for 
symptoms of schizophrenia from a general or mental health professional than Afro- 
Caribbean young adults.
Participants’ decisions about whether a vignette required treatment were examined 
across groups using a series of Chi-Square analyses. There were significant 
differences in the proportion of Afro-Caribbean and White-European participants 
responding ‘yes’ or ‘no’ to some form of help or treatment for several vignettes -  see 
table 8. For hallucination and thought content descriptions a significantly greater 
proportion of the Afro-Caribbean group suggested no help was required, whilst more 
of the White-European group recommended some help-seeking. The reverse 
appeared to occur for the extraversion and affectionate vignettes.
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Afro-
Caribbean
White-
European
x2 Df P (2-tailed)
Hallucination
- Yes 39 37 7.88 1 0.005**
- No 34 10
Suspiciousness
- Yes 38 31 2.18 1 0.140
- No 31 14
Anhedonia
- Yes 36 29 0.868 1 0.352
- No 32 18
Thought Content
- Yes 22 26 5.03 1 0.025*
- No 41 20
Extraversion
- Yes 24 8 4.16 1 0.041*
- No 45 38
Affectionate
- Yes 9 0 6.41 1 0.011*
- No 54 41
* p<0.05 ** pO.Ol
Table 8. B eliefs about treatment o f  symptoms: participants' decisions about 
treatment.
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Afro-
Caribbean
White-
European
x2 D f P (2-tailed)
Hallucination
Professional health 19 24 9.99 2 0.007**
Other help 20 13
None 34 10
Suspiciousness
Professional health 9 17 9.48 2 0.009**
Other help 29 14
None 31 14
Anhedonia
Professional health 18 19 2.81 2 0.246
Other help 18 9
None 32 18
Thought content
Professional health 12 19 7.01 2 0.030*
Other help 10 20
None 41 45
Extraversion
Professional health 8 2 4.90 2 0.086
Other help 17 6
None 44 38
Affectionate
Professional health 4 0 6.41 2 0.041*
Other help 5 0
None 54 41
Table 9. Beliefs about treatment of symptoms: participants in different treatment 
response categories.
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Next, participants’ opinions about type of recommended treatment were examined. 
Although five response categories had been identified (see section 3.2.2), as 
hypothesis 3 was predominantly concerned with proportions of participants 
suggesting treatment from a health professional, the categories of ‘non-health 
professional’, ‘other support’ and ‘unclear’ were merged into an ‘other help’ category 
(see Appendix 8 for full details of all categories). This also ensured sufficient 
numbers of responses in each cell to allow valid analysis to proceed. Table 9 shows 
the proportion of responses for each vignette (except diagnosis, as treatment was 
already part of the vignette itself) within each ethnic group. Initial Chi-Square 
analyses showed there were significant differences between proportions of 
participants’ responses across ethnic groups for hallucination, suspiciousness, thought 
content, and affectionate vignettes.
Further follow-up Chi-Square analyses were used to make specific comparisons of 
response categories for these four vignettes. A significantly greater proportion of 
White-European participants recommended professional health treatment compared to 
no treatment for hallucinatory experiences than Afro-Caribbean participants (%2 (1, 
n=87) = 10.000, p = 0.002). This was also the case for the suspiciousness (%2 (1, 
n=71) = 7.870, p = 0.05) and thought content (%2 (1, n=92) = 6.840, p = 0.009) 
vignettes. For the suspiciousness vignette, a further significant difference was found 
in the higher proportion of Afro-Caribbean recommendations for other types of help 
compared to professional health help (%2 (1, n=69) = 6.462, p = 0.011). On inspection 
of individual questionnaires, this seemed to reflect the tendency for individuals in the 
Afro-Caribbean group to advise consultation with the police about the experiences 
(‘professional non-health’). There was no significant difference across groups in what 
kind of help was recommended for the anhedonia vignette. Interestingly, in the 
affectionate filler vignette more Afro-Caribbean individuals appeared to indicate 
some form of help than White-European individuals. A comparison of numbers 
recommending other help and no help approached significance (%2 (1, n=100) = 3.66, 
p = 0.056). However, it was difficult to evaluate this as there were no White- 
European responses in the ‘health’ or ‘other help’ categories, which meant numbers 
were insufficient for reliable analyses.
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3.4 Labelling of schizophrenia symptoms
Hypothesis 3: White-European young adults are more likely to consider schizophrenia 
symptoms indicate mental illness than Afro-Caribbean young adults.
A labelling score of symptom vignettes as mental illness was computed for each 
vignette, according to participants’ responses to item 7. Scores ranged from 1 
(strongly disagree this is mental illness) to 5 (strongly agree this is mental illness). A 
MANOVA was carried out to examine any differences that might exist in whether 
symptoms are perceived as mental illness. Table 10 shows the mean recognition 
scores for each vignette across the two groups. As before, the effects of both ethnicity 
and sex were considered. The analysis indicated that ethnicity was significant in 
contributing to variance in labelling scores (F (7,96) = 5.254, p = 0.000, p2 = 0.277), 
whilst neither sex alone (F (7,96) = 1.064, p = 0.393, rj2 = 0.072) nor an ethnicity-sex 
interaction (F(7,96) = 0.561, p = 0.786, p2 = 0.039) were significant. Further analysis 
revealed that participants in the White-European group had significantly higher 
labelling scores for the hallucination, suspiciousness, thought content, and diagnosis 
vignettes.
Mean Scores (sd) Afro-
Caribbean
White-
European
F value P value (2- 
tailed)
Hallucination 2.74(1.28) 3.54(1.20) 11.595 0.001**
Suspiciousness 2.33 (1.18) 3.19(1.25) 12.260 0.001**
Anhedonia 2.38(1.11) 2.66 (1.04) 0.853 0.358
Thought Content 2.56 (1.19) 3.33 (1.06) 9.743 0.002**
Diagnosis 3.39 (1.37) 4.25 (0.84) 14.088 0.000**
Extraversion 2.28 (1.08) 2.04 (0.80) 1.435 0.234
Affectionate 1.97 (1.06) 1.88 (0.82) 0.191 0.663
* p<0.05 ** pO.Ol
Table 10. Mean scores indicating labelling of mental illness in vignettes.
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3.5 Exploratory analyses
Some further exploratory analyses were undertaken in addition to testing the 
hypotheses. Stigma beliefs concerning symptom and diagnosis vignettes were 
examined within each ethnic group separately using ANOVAs and results for the two 
ethnic groups were similar to the overall sample results -  see Appendix 9 for details 
of these analyses.
Understanding of experiences as part of mental illness was also further examined. A 
repeated-measures ANOVA was used to compare labelling scores for the diagnosis 
vignette with symptom and filler labelling scores (Table 11 shows means). A 
significant difference between scores was found for the total sample (F(2,109) = 
94.703, p = 0.000, r|2 = 0.635), as well as for the Afro-Caribbean (F(2,46) = 104.660, 
p = 0.000, r|2 = 0.820) and White-European (F(2,59) = 28.742, p = 0.000, rj2 = 0.493) 
groups separately. T-tests (2-tailed) revealed significant differences across all 
comparisons for the total sample, and also for each ethnic group separately -  see table 
12. In all cases the diagnosis vignette was stigmatised more than the symptom 
vignettes, which were stigmatised more than the filler vignettes.
Mean score (sd) Total sample Afro-Caribbean White-European
Symptom score 2.77 (0.85) 2.49 (0.77) 3.17(0.81)
Filler score 2.04 (0.76) 2.11 (0.82) 1.98 (0.67)
Diagnosis score 3.76 (1.24) 3.36 (1.37) 4.24 (0.83)
Table 11. Mean labelling scores (of mental illness! for symptom, filler and diagnosis 
vignettes.
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t-values Total sample 
(n = 112-117)
Afro-Caribbean 
(n = 62-66 )
White-European 
(n = 48-49)
Symptom-Filler 7.557** 3.188* 8.193**
Symptom-
Diagnosis
8.254** 4^ 00 * * 7 .664**
Filler-Diagnosis 13.535** 7.378** 14.545**
* p =  0.002, ** p =  0.000
Table 12. Comparison t-values for mean labelling scores for symptom, filler and 
diagnosis vignettes.
Pearson’s r  correlation Total stigma Social Stigma Difference Stigma
Hallucination vignette 0.287* 0.314* 0.070
Suspiciousness vignette 0.457* 0.517* 0.116
Anhedonia vignette 0.261* 0.373* -0.104
Thought content 
vignette
0.429* 0.495* 0.015
Diagnosis vignette 0.449* 0.568* -0.017
Extravert vignette 0.095 0.266* -0.298*
Affectionate vignette 0.479* 0.547* -0.026
n =  116-120 * p <  0.01
Table 13. Correlations between labelling (o f  mental illness) scores and stigma scores.
There is discussion in the literature concerning the association between recognition  
and labelling o f  symptoms, their evaluation, and treatment-seeking. Exploratory 
analysis o f  the association between mean labelling scores and stigma scores was 
undertaken using Pearson’s test o f  correlation (2-tailed). This was done separately for 
each vignette, and the results are set out in Table 13. There was a significant positive  
correlation between each vignette’s labelling and social stigma score. There w as a 
significant negative correlation between labelling and difference-stigma for the 
extravert vignette, but the association was not significant for any o f  the others.
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Further, the relationship between treatment-seeking and both labelling and evaluation 
o f  symptoms was examined. M ANO VAs were conducted to compare the labelling 
and stigma scores o f  individuals who recommended treatment and those who did not 
for each symptom vignette (separately19). This revealed a significant difference 
between these groups on all vignettes: hallucination (F (3,109) =  18.169, p =  0.000, p 2 
=  0.333), suspiciousness (F (3,108) =  6.521, p =  0.000, r|2 =  0.153), anhedonia (F 
(3,106) =  4.568, p =  0.005, p 2 =  0.114), thought content (F (3,104) =  31.259, p =  
0.000, T|2 =  0.474), extraversion (F (3,104) =  5.011, p =  0.003, r|2 =  0.126), and 
affectionate (F (3,96) =  11.941, p =  0.000, r|2 =  0.272) vignettes. A  series o f  A N O V A  
tests allowed specific investigation o f  these differences. Table 14 presents the 
labelling scores and Table 15 presents social stigma and difference stigma scores for 
the two groups. A s these tables show there were significant differences between the 
groups’ labelling and social stigma scores, but not their difference stigma scores. 
Those who did recommend treatment had significantly higher labelling scores and 
significantly higher social stigma scores than those who did not recommend 
treatment.
Mean score (sd) <Yes' to treatment ‘No’ to treatment P (2-tailed)
Hallucination 3.67 (1.13) 2.14(1.01) 0.000**
Suspiciousness 3.03 (1.36) 2.05 (0.89) 0.000**
Anhedonia 2.84 (1.04) 2.12(1.05) 0.001*
Thought Content 3.76 (0.99) 2.13 (0.91) 0.000**
Extraversion 2.62 (1.21) 2.00 (0.82) 0.003*
Affectionate 3.38(1.41) 1.78 (0.82) 0.000**
* pO.Ol **p=0.000
Table 14. Mean Labelling scores for symptom vignettes across those recommending 
and not recommending treatment.
19 This had to be done separately for each vignette as the composition of the groups saying ‘yes’ or ‘no’ 
to treatment was unique to each vignette.
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‘Yes’ to treatment ‘No’ to treatment P (2-tailed)
Social Stigma 
- Hallucination 13.63 (2.68) 12 .16(2 .64) 0.005**
- Suspiciousness 13.46 (2.83) 11 .84(2 .59) 0.003**
- Anhedonia 12.36 (2.62) 11 .37(2 .14) 0.034*
- Thought Content 13.98(2 .75) 10.90 (2.32) 0.000**
- Extraversion 13.66 (2.38) 12 .15(2 .43) 0.005**
- Affectionate 13.13 (2.53) 8.61 (2.64) 0.000**
Difference Stigma 
- Hallucination 6 .13 (1 .58 ) 6.00 (1.45) 0.665
- Suspiciousness 6 .18 (1 .66 ) 6 .11 (1 .26 ) 0.831
- Anhedonia 5.51 (1.53) 5.67 (1.81) 0.605
- Thought Content 6.65 (1.51) 6.48 (1.50) 0.567
- Extraversion 6 .45 (1 .45 ) 6.48 (1.58) 0.922
- Affectionate 7.50 (1.77) 6.45 (1.39) 0.046
* p<0.05 ** pO.C11
Table 15. M ean Social Stigma and Difference Stigma scores for those recommending 
and not recommending treatment.
Exploratory analyses were also undertaken to compare the responses o f  first- and 
second-generation Afro-Caribbean participants. The issue o f  differences between  
first- and second-generation individuals is raised in the literature (e.g. Jarvis, 1998), 
and therefore two sub-groups were identified in the Afro-Caribbean sample: those 
bom  in the UK  (second-generation) and those having lived elsewhere previously 
(first-generation). A  Multivariate Analysis O f Variance (M ANO VA) was carried out 
to examine differences in total stigma scores between the two groups. This revealed 
no significant effect o f  generation (F (7,39) =  1.227, p =  0.312, p 2 =  0.180). A  
M AN O V A was also conducted on social stigma and difference stigma scores, but 
again there was no significant effect o f  generation (F (14,32) =  1.371, p =  0.223, r|2 =  
0.375).
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A  M AN O V A was also carried out to examine any differences in perceptions o f  
symptoms as mental illness between first- and second-generation Afro-Caribbean 
individuals. Analysis did not indicate any significant effect o f  generation on this 
understanding o f  the symptoms in the vignettes (F (7, 45) =  0.970, p = 0.465, p 2 =  
0.131).
Afro-Caribbean participants’ beliefs about treatment were also examined across these 
sub-groups using a series o f  Chi-Square analyses. However, there were no significant 
differences in the proportion o f  first- and second-generation participants responding 
‘yes’ or ‘no’ to help or treatment for the different vignettes -  see table 16.
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First-
generation
Second-
generation
x2 D f P (2-tailed)
Hallucination
- Y es 26 9 0.049 1 0.824
- N o 23 7
Suspiciousness
- Y es 24 10 0.402 1 0.526
- N o 21 6
Anhedonia
- Y es 25 5 0.157 1 0.692
- N o 23 6
Thought Content
- Y es 12 6 0.875 1 0.349
- N o 29 8
Extraversion
- Y es 19 2 3.444 1 0.063
- .N o 27 12
Affectionate
- Y es 6 2 0.017 1 0.897
- N o 37 11
Table 16. Beliefs about treatment o f  symptoms: participants’ decisions about 
treatment.
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4. Discussion
4.1 Overview
The purpose o f  this study was to compare Afro-Caribbean and White-European 
stigma beliefs and beliefs about help-seeking in response to schizophrenia symptoms 
and the diagnostic label. The results are considered in relation to the hypotheses (see 
section 1.7, p294) and existing literature. Strengths and limitations o f  this study and 
areas for future research are then reviewed, and clinical implications are discussed.
4.2 Examination of findings
The results showed that, contrary to previous hypotheses, White-European individuals 
appeared to view  the schizophrenia diagnosis as more socially stigmatising than Afro- 
Caribbean individuals in this sample. Further analyses also showed that White- 
European people appeared to attach greater social stigma to descriptions o f  several 
symptoms o f  schizophrenia, such as suspiciousness, anhedonia and unusual thought 
content. In terms o f  ‘difference’ stigma, there was no difference between individuals’ 
perceptions o f  the diagnosis. However, the two ethnic groups did vary in their view s 
o f  certain symptoms, for example hallucination and suspiciousness were stigmatised 
as being ‘different’ to a significantly greater extent among the White-European group, 
and the Afro-Caribbean group had higher difference stigma ratings for anhedonia. 
These results provide evidence that is inconsistent with the hypothesis that Afro- 
Caribbean people stigmatise schizophrenia more than White-European people (Jarvis, 
1998; Littlewood, 2001).
These findings are consistent with som e previous research, such as Corrigan et al. 
(2001), which found lower prejudicial attitudes to mental illness among ethnic 
minority groups. However, they contrast to those o f  M illet et al. (1996), who found 
no differences in beliefs about ‘normality’ o f  schizophrenia, although they were not 
specifically assessing stigma. This investigation also contrasts to A lvidrez’s (1999) 
study, which found greater stigma towards mental illness among African-origin 
individuals compared to other ethnic groups. Hall & Tucker (1985) also found more
3 2 4
Major Research Project
stereotypical view s amongst Black Americans. This is an older study, and as stigma 
beliefs can be quite specific within time (Littlewood, 1998), it is possible it reflects a 
different era o f  beliefs. Further, all these studies were conducted in America, where 
there may be a different pattern o f  societal beliefs. A ll o f  these studies used different 
methodologies than the one here and were investigating more general beliefs about 
mental illness, including causal attributions and the effectiveness o f  different 
treatments. These differences m ay contribute to the contrasting results and make 
comparisons more difficult to interpret.
A s hypothesised, White-European participants were more likely to suggest some sort 
o f  treatment for symptoms, and more likely to recommend this from a health 
professional than Afro-Caribbean participants. In some ways the latter result is more 
difficult to evaluate as fewer Afro-Caribbean people suggested any sort o f  treatment, 
thus it was not clear what alternative they might offer. However, these results do 
indicate a significant difference in treatment-seeking beliefs between groups, which 
replicates previous findings that Afro-Caribbean individuals are less likely to visit 
mental health services than other groups (Alvidrez, 1999), and m ay consider other 
factors important in treatment (M illet et al., 1996).
White-Europeans also indicated significantly higher agreement than Afro-Caribbeans 
that descriptions o f  schizophrenia symptoms (hallucination, suspiciousness, and 
unusual thought content) implied mental illness. This is consistent with some 
previous research (e.g. Pote & Orrell, 2002) and suggests that in som e ways Afro- 
Caribbean people view  and understand symptoms o f  schizophrenia differently than 
White-European people. Interestingly, Afro-Caribbean people were also significantly 
less likely than the White-European people to agree that the diagnosis implied mental 
illness.
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4.3 Theoretical implications
4.3.1 M odels o f  mental illness interpretation
It is interesting to speculate how these results may be related. A s mentioned, there is 
relatively little direct research examining the relationship between understanding o f  
mental illness and attitudes to treatment-seeking (Schnittker et al., 2000). This study 
allowed som e exploratory analyses (section 3.4), which indicated that those 
individuals who recommended treatment for symptoms had significantly higher 
labelling and social stigma scores than those who did not recommend treatment. 
Further, analyses o f  correlations indicated a significant association between social 
stigma and labelling o f  symptoms as mental illness. White-European individuals in 
this sample were more likely to recommend treatment, and also indicate more social 
stigma responses and agreement that symptoms were mental illness. Afro-Caribbean 
individuals in this sample were less likely to recommend treatment, and then both less 
likely to attribute social stigma and see either symptoms or diagnosis as mental 
illness.
Angel & Thoits’ (1987) model o f  symptom interpretation across populations 
delineates stages o f  recognition, labelling and evaluation, and finally action. It is 
possible that the White-European participants may have recognised descriptions o f  
schizophrenia differently to Afro-Caribbean participants. White-European people 
were more likely to label descriptions o f  schizophrenia symptoms and the diagnosis as 
mental illness. Given the prevailing notion o f  psychiatric stigma in Western society  
(Porter, 2001), this may have led to negative evaluations associated with social 
stigma, and finally action in terms o f  help-seeking from the health sector. The White- 
European participants appear to have beliefs which are relatively consistent with a 
Western medical or psychological model o f  schizophrenia and mental illness -  that is, 
they interpreted descriptions as symptoms o f  some kind o f  illness or disorder, which 
required medical or psychological treatment.
In a similar vein, Afro-Caribbean people appeared to perceive descriptions o f  
symptoms as something different to fillers (see table 11), but did not associate them
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with illness and thus not with help from health professionals. A  different model o f  
understanding may have been activated, although still within the framework o f  Angel 
& Thoits’ model. One could tentatively link this with Hall & Tucker’s (1985) 
suggestion that African-American people are more likely to have ‘misconceptions’ 
about mental illness. In the questionnaire they used, ‘m isconceptions’ appeared to 
mean those inconsistent with mental health professionals’ opinions. The present 
findings indicate individuals o f  Afro-Caribbean origin have an alternative way o f  
understanding mental illness, which is different to a Western psychiatric 
understanding. A  different understanding o f  symptoms would encompass a different 
w ay o f  labelling, evaluating and considering action (or treatment) for them.
One particular symptom vignette, suspiciousness, may provide an illustration o f  this. 
In this example, Afro-Caribbean individuals showed less stigmatising attitudes and 
less agreement that this implied mental illness, and recommended help from non­
health professionals, in this case the police. This echoes Jarvis’s (1998) observations 
that within the Afro-Caribbean community, family and friends o f  a person with 
schizophrenia often turn to the police when crisis develops. However, this finding 
clearly indicates entirely different understandings o f  that particular vignette between 
ethnic groups. One could tentatively propose that personal experiences o f  
discrimination may predispose Afro-Caribbean people to v iew  suspiciousness as a 
quite realistic reaction, which someone is often entitled to feel in response to 
prejudice or persecution. In this case, a different set o f  processes means 
recommending help from the police would be reasonable.
It is interesting that White-European people rated the anhedonia vignette as 
significantly less ‘different’ (but still socially stigmatising) than the Afro-Caribbean 
group. In contrast to the other symptom vignettes, there was no difference between 
the two groups in its labelling as mental illness (people seemed less likely to see it this 
way) and no difference in help-seeking responses. It may be that the White-European 
individuals may have understood this symptom differently from the others. 
Anhedonia, or asociality, represented the negative symptoms characteristic o f  
schizophrenia, but also m ay also have resembled depressed m ood for participants and 
so led to different conceptualisations. However, it is not clear w hy anhedonia may
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have been perceived relatively differently from the other symptoms. Further research 
is needed to investigate how different symptoms o f  schizophrenia and other mental 
illnesses, are understood by individuals from different cultural backgrounds.
It is particularly striking that Afro-Caribbean participants were also significantly less 
likely to rate even the diagnosis o f  schizophrenia as ‘mental illness’. Thus, despite 
reading that a psychiatrist had diagnosed schizophrenia, Afro-Caribbean individuals 
nevertheless did not agree this implied mental illness. Two explanations appear 
possible for this. Firstly, this may indicate underlying distrust o f  psychiatric opinion, 
which may be based on negative experiences with health professionals or any 
institutions predominantly seen as ‘White’. This can be seen as consistent with the 
theory that the first point o f  reference by individuals for initial decisions about 
symptoms is their immediate local community (Angel & Thoits, 1987). The tendency 
among minority ethnic groups may be wariness against prejudiced and discriminatory 
experiences -  experiences that have recently been highlighted in a report that 
acknowledged institutional racism within the NHS (Carvel, 2004).
Alternatively, it may suggest that the Afro-Caribbean group for som e reason were less 
familiar with the term ‘schizophrenia’ than the White-European group, and so did not 
possess associated knowledge or any framework to help them understand its meaning. 
The researcher encountered some evidence that this m ay be the case as some 
respondents asked what schizophrenia was after completing the questionnaire. Thus 
knowledge about mental illnesses may be highly significant in accounting for other 
beliefs. However, it is important not to assume that knowledge automatically leads to 
particular stigma or help-seeking beliefs, as the underlying concepts may be complex. 
For example, among Japanese communities, rather than being related to naivety and 
social inclusion, lack o f  knowledge about mental illness appears to be associated with 
taboo and social criticism (Fumham & Murao, 1999). The beliefs o f  different cultural 
groups must therefore be investigated and appreciated individually.
Further differences between the groups emerged among responses to filler vignettes. 
Responses o f  the participants as a whole indicated that fillers prompted significantly 
less stigma compared to the diagnosis. However, the affectionate vignette was given
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significantly higher difference stigma ratings. Exploratory analyses indicated that this 
may have been largely due to Afro-Caribbean individuals’ responses (appendix 9). 
Whilst there were no differences between the two groups’ ratings o f  stigma or mental 
illness labelling for fillers, Afro-Caribbean participants were more likely to 
recommend som e sort o f  help or treatment for both fillers than White-European 
participants. One could speculate about what this means -  for example, whether 
overtly affectionate behaviour is seen as relatively undesirable in the Afro-Caribbean 
population -  but since this study was not focusing on social perceptions o f  various 
behaviours in general, there are not really sufficient details to inform our 
understanding. Such differences provide further evidence for variation in how people 
from different ethnic groups may perceive and evaluate behaviour. However, 
comparisons o f  mean labelling scores showed that fillers had significantly lower 
scores than either symptom or diagnosis vignettes, which appears to confirm that they 
were still view ed differently to descriptions associated with schizophrenia by all 
respondents.
4.3.2 Factors influencing stigma beliefs
Whilst Afro-Caribbean individuals viewed m ost schizophrenia experiences as 
different from other experiences (as represented by fillers), they were associated with  
less social stigma than in the White-European group. It is possible that this is m ostly  
due to a close association for White-European people o f  symptom and diagnosis 
descriptions with mental illness. Thus psychiatric stigma may have had a strong and 
immediate association with the vignettes, which was not present for the Afro- 
Caribbean people. However, other factors may have also played a role. For example, 
a greater emphasis on the individual and independence in Western society as 
discussed by Fabrega (1991a), may result in a culture tending towards individual 
blame and social marginalization. Thus the White-European participants may have 
responded from the position o f  living in a community with this culture. Societal 
responses, certainly in African developing countries, are perceived as less excluding 
and placing emphasis on networks o f  people rather than on individuals (Lefley, 1990). 
Such responses m ay still persist in Afro-Caribbean communities in the UK, and be
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reflected in the more socially inclusive responses o f  the Afro-Caribbean group in this 
study’s sample.
Another possible significant factor underlying differences in stigma beliefs may be 
personal experiences o f  stigmatisation. Schnittker et al. (2000) note that even when 
explanations o f  social problems do not explicitly cite race, they may be w idely  
understood as having potentially powerful racial implications. Individuals from an 
Afro-Caribbean background may be particularly aware o f  such implications. Afro- 
Caribbean and White-European people m ay therefore not perceive schizophrenia so 
differently, but Afro-Caribbean people may be more cautious about invoking negative 
social meanings because similar attitudes have been used to stigmatise them on the 
basis o f  their ethnicity in the past. These negative social attitudes might be reflected 
in the stigma items o f  this study’s questionnaire, but also in the term ‘mental illness’. 
The responses o f  individuals who have experienced oppression and stigmatisation and 
are sensitised to negative attitudes may therefore give more tolerant and liberal 
responses, and shy away from a stigmatising label such as ‘mental illness’.
Such explanations may also help understand Afro-Caribbeans’ tendency not to 
recommend health service treatment for symptoms, i f  prior experiences (either direct 
personal experiences, or indirect via hearsay or the media) indicated health services 
themselves were stigmatising, or at least aversive. However, it is not clear whether 
the data support this, as there was no evidence that the Afro-Caribbean participants 
advocated other means o f  help over health services. It seemed they did not perceive 
the need for any treatment or help in the majority o f  cases. This may indicate that 
seeking help a t  a l l  is perceived as unattractive in this group, or sim ply that there was 
nothing negative about the experiences described to warrant action. This makes sense 
i f  the descriptions are not understood either as a health or social problem. This is 
consistent with Hall & Tucker’s (1985) findings that as individuals’ conceptions o f  
mental illness became more aligned with those o f  mental health professionals, they 
also becom e more w illing to approve o f  professional psychological help.
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4.3.3 The influence o f  labelling
The results also showed that overall responses to symptoms, such as anhedonia and 
unusual thought content, were significantly less socially stigmatising than the 
diagnosis. These findings were in line with m odified labelling theory, that the label o f  
specific mental illness can bring additional stigma further to the stigma associated 
with symptoms.
Surprisingly, regarding difference stigma, unusual thought content was viewed as 
more ‘different’ than the diagnosis, whilst no differences between perceptions o f  the 
diagnosis and either hallucination or suspiciousness were found. Thus some 
symptoms appeared to have strong associations with stigma to som e degree 
independently o f  the label o f  schizophrenia. These data are opposite to what would  
be expected from labelling theory, and prompt some consideration o f  lay people’s 
perceptions o f  schizophrenia and its symptoms in general. It seems that hallucination 
and suspiciousness symptoms had particularly powerful stigma connotations for the 
respondents. However, considering that stigma was significantly associated with 
identification o f  descriptions with mental illness, it indicates that overall the ‘mental 
illness’ label does hold specific stigmatising power over symptoms themselves.
A s described above, anhedonia may have been view ed as a relatively more common 
and less stigmatising experience similar to low  mood, but bizarre thinking was also 
evaluated in this way. Unusual thought content m ay also not be regarded as so 
abnormal in the lay population (consistent with research showing relatively high 
frequencies o f  magical and superstitious thinking in non-clinical populations). 
However, it was nevertheless view ed as stigmatising due to its unusual nature. One 
tentative explanation may be that bizarre thinking is less socially stigmatising as it is 
an internal subjective phenomenon (similarly to anhedonia), and may be unlikely to 
prompt external actions. Hallucinations and suspiciousness may be perceived as more 
likely to involve overt behaviours, and thus be more obvious and stigmatising within 
the wider social environment. Compared to anhedonia and unusual thinking, 
hallucinations and suspiciousness may seem  more prominent and therefore equally 
stigmatising as receiving a psychiatric diagnosis. This suggests that psychiatric
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labelling is stigmatising, but other aspects o f  the experience o f  mental illness, such as 
the meaning o f  particular symptoms, m ay contribute to stigma just as much.
It could be argued that lower ratings o f  stigma for some symptoms compared to the 
diagnosis reflected a quantitative difference, since symptom vignettes describe one 
symptom and the diagnosis vignette encapsulates the total o f  symptoms. However, 
results showing similar ratings o f  both hallucination and suspiciousness vignettes and 
the diagnosis vignette indicate that it was possible to compare symptoms to the 
diagnosis as a whole with validity. W hile diagnostic labelling is clearly important in 
stigmatising processes (Angermeyer & Matschinger, 1996), it appears that lay 
labelling o f  symptoms as indicative o f  mental illness may be just as influential.
4.3.4 Increased rates o f  schizophrenia
This research had its starting point in exploring the influence o f  cultural beliefs on the 
raised incidence o f  schizophrenia in the Afro-Caribbean community in Britain. It has 
been proposed that differences in stigmatising attitudes and understanding o f  mental 
illness might affect the social environment, treatment-seeking, and experience within 
mental health services, and in this w ay contribute to increased rates o f  schizophrenia. 
This study found no evidence that Afro-Caribbean individuals in this sample have 
high stigmatising beliefs about schizophrenia (either its symptoms or the diagnostic 
label). It therefore seems unlikely that stigma plays a role in intensifying symptoms 
either through providing a stressful social environment or discouraging seeking 
mental health treatment.
However, i f  symptoms o f  schizophrenia are not seen as either stigmatising or as an 
‘illness’ condition requiring action, this may mean people do not present to services 
until substantial exacerbation o f  symptoms occurs. At this point, more extreme 
measures may be invoked to manage the schizophrenia, followed by all the 
consequences which are found in the data on Afro-Caribbeans’ harsh experiences in 
mental health services, such as involvement o f  the police and use o f  sectioning. Jarvis 
(1998) offers a similar notion in his discussion o f  extended family networks, which  
m ay tolerate and contain symptoms until such time when behavioural disturbance
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reaches crisis point. A  strategy o f  social inclusion and tolerance appears to be 
effective in similarly socially-inclusive societies, such as those smaller communities 
which can be found in African countries (Kirmayer, 1989). However, this may be 
less successful in Western society where individuals are relatively isolated and 
minority groups at particular risk o f  social exclusion, especially from others who may 
be less able to ‘tolerate’ certain ‘symptoms’.
Clearly reducing the stigma associated with schizophrenia is desirable to improve the 
lives o f  those with the condition, but it is possible that in some contexts awareness o f  
stigma might actually provoke action that prevents worsening o f  schizophrenia 
symptoms. Stigma beliefs m ay further be important in the process o f  engagement 
with mental health services. Individuals with schizophrenia may struggle to remain in 
contact with services by the nature o f  their symptoms, but community stigmatising 
attitudes may at some level pressure engagement to be maintained (e.g. through the 
actions o f  significant others). This may be reflected in the less coercive experience o f  
White-European individuals with schizophrenia in mental health services. Individuals 
with higher stigma beliefs m ay be more likely to recommend treatment for symptoms, 
and then also be more w illing to take up treatment (Angermeyer & Matschinger, 
1996). Certainly, exploratory analyses o f  this research did suggest that those 
recommending treatment gave significantly greater social stigma responses. It is not 
clear how these two concepts are related, for example whether requiring treatment 
leads to social stigma, or social stigma leads to beliefs that treatment is required. In 
discussing community beliefs about psychiatry, Fernando (1991) argues that lay  
people often perceive psychiatry as diagnosing ‘dangerousness’ and serving to control 
those who are already stigmatised by society.
Other factors may also be involved in how different ethnic groups perceive mental 
health treatment. White-European individuals may be more familiar with health or 
psychiatric treatment in response to problems, and then find it easier to accept such 
treatment when wanting help for distress; Afro-Caribbean individuals m ay perceive 
psychiatric help as contrary to their expectations and norms, and so find it harder to 
take this up. There may be a tension between beliefs and expectations within 
different groups and systems, such as beliefs regarding talking about one’s
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experiences to others. A  socially-inclusive group may have ‘rules’ against talking to 
outsiders, which are inconsistent with the rules o f  psychiatric services.
4.3.5 Experiences with mental health services
In this study, holding stigmatising attitudes was associated with labelling symptoms 
as mental illness. An alternative possibility is that symptoms evaluation (e.g. 
indicative o f  mental illness or not) is central to how mental illness is experienced and 
managed within services. White-European individuals were more likely to recognise 
core symptoms o f  schizophrenia in accordance with the beliefs mental health 
professionals would adopt, that is as ‘mental illness’.20. One would imagine that this 
would very much facilitate passage through mental health system s for the individuals 
themselves, or i f  they were supporting a family member in accessing treatment. It 
m ay be easier for them to show what a psychiatrist calls ‘insight’ and use psychiatric 
terminology. On being assessed for psychological therapies, it may also be easier for 
a psychologist to identify White-European clients’ mental health related cognitions.
The different understandings that Afro-Caribbean individuals m ay have would make 
these processes less straightforward. This has been shown in the literature -  in terms 
o f  Afro-Caribbean patients having alternative explanations for their problems (Perkins 
& M oodley, 1993), being judged to have less ‘insight’ (Johnson & Orrell, 1996), and 
less likely to receive psychological therapies for psychosis (Mind, 2002). It would be 
difficult to argue that these consequences would not have a negative effect on the 
outcome o f  serious mental illness such as schizophrenia. Thus, Afro-Caribbeans’ 
experience o f  different pathways through mental health services m ay also be 
associated with the route their difficulties come to take, e.g. to recovery or relapse o f  
symptoms.
20 This further raises the issue of what evaluations mental health professionals make of symptoms i.e. in 
terms of stigma.
3 3 4
Major Research Project
4.4 M ethodological issues
4.4.1 Procedure and SoPO
This study attempted to reach an understanding o f  the beliefs young adults have about 
schizophrenia by separating perceptions o f  the psychiatric diagnosis from perceptions 
o f  the symptoms that might be part o f  a person’s subjective experience o f  
schizophrenia. This differed from previous studies where responses to mental illness 
have been surveyed either by providing explicit reference to ‘schizophrenia’ (e.g. 
Fumham & Murao, 1999), or to a more nebulous concept o f  ‘mental illness’ (e.g. 
Corrigan et al., 2001). In this way, priming or biasing participants’ view s with 
psychiatric concepts was avoided, with the aim o f  achieving a truer picture o f  
responses to core aspects o f  schizophrenia, which may relate to individuals’ actual 
responses to encountering schizophrenia in the community.
Factor analysis o f  the stigma items 1-6 revealed two stigma scales, which was also 
consistent with themes o f  stigma discussed in the literature (Link et al., 1997 -  see 
section 2.3.2). However, there are several reasons to interpret it with caution. Firstly, 
factor analysis is usually carried out to include approximately 5 or 6 factors so that a 
solution is stable, with 5 or 6 items loading onto each hypothesised factor 
(Tabachnick & Fidell, 2001). With only 6 items in total here and so few  variables 
defining each factor, the stability o f  the factor solution is questionable. Secondly, one 
item (statement 2) loaded onto both factors, and the decision to include it was based 
predominantly on its face validity. Lastly, carrying out factor analysis withlOO 
participants is thought to provide only a ‘poor’ sample size and so ideally a larger 
sample (o f  at least 300 cases) is preferable, to enhance stability o f  the solution (p.588, 
Tabachnick & Fidell, 2001). However, it is important to acknowledge that even 
without analysis o f  the data by two factors, total stigma scores also indicated 
significant differences between the groups in the same direction.
The questionnaire seem ed to be relatively well-received by participants. The use o f  
simple rating scales allowed most participants to respond quickly and, it was hoped 
instinctively. W hilst filler vignettes and the phrasing ‘most p eo p le ...’ aimed to
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control for socially-desirable responding, it is not clear to what extent this was 
actually achieved. Questionnaires were m ostly filled out in group settings, and some 
discussion o f  responses between participants was observed by the researcher.
The distribution o f  participants’ stigma ratings follow ed a normal distribution (see 
appendix 7). From inspection o f  these distributions, and o f  the mean scores obtained, 
it can be seen that responses tended to cluster around middle ratings, ie. ‘neither agree 
nor disagree’. This indicates that participants may not actually have had strong view s 
about the vignettes, or been confused about how to respond. Such ratings m ay also 
reflect the influence o f  socially desirable responding.
It was hoped that asking for view s about the majority population would tap wider 
group beliefs and enable more honest responses. It is important to clarify that 
participants were not asked about their personal beliefs. Responses were interpreted 
as indicating the typical beliefs individuals from that ethnic group hold. However, it 
is not clear whether participants answered with attitudes o f  their own community, or 
the majority White-European community. Further, this study does not provide 
specific data concerning self-stigma, that is stigmatising attitudes one holds about 
one’s own experiences. Thus treatment-seeking beliefs m ay operate differently in 
relationship to both self-stigm a and the stigma attitudes associated with different 
communities. Conducting brief interviews with a selection o f  participants after they 
had completed the questionnaire would have helped to clarify these issues, and would  
benefit future research.
The use o f  vignettes to examine the beliefs o f  various ethnic groups has strengths and 
limitations. Vignettes provide more detailed information than sim ply using a one 
word description, such as ‘hallucination’ or ‘schizophrenia’, to present aspects o f  
mental illness, and are relatively informal. Their use has been considered particularly 
appropriate for self-com pletion questionnaires (Cinnirella & Loewenthal, 1999). 
However, by focusing on symptom descriptions vignettes were not placed in any 
social or environmental context and therefore provided circumscribed and relatively 
sterile descriptions for responses. For example, knowing the ethnicity o f  the person 
being described may have influenced responses. It is not clear how participants
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imagined this. It is possible that ethnic groups who experience more identity threat 
have different attitudes to members o f  their own cultural group who have mental or 
social problems (Byrne, personal communication, 5th May 2003). Future research 
could explore this by using vignettes accompanied by a picture.
In cross-cultural studies, vignettes may run the risk o f  assuming that an isolated 
description has prominence and meaning that generalises across societies, whereas in 
fact context may be all important to give these descriptions meaning. The bounds o f  
generalising from the relatively ‘pure’ descriptions in vignettes to real-life situations 
must be acknowledged. Nevertheless, using vignettes in cross-cultural comparisons is 
thought to have validity, as long as their limitations are considered (Littlewood, 
2001).
It is also acknowledged that this study provided only a limited sample o f  symptoms o f  
schizophrenia. Whilst these symptom vignettes have been reliably used in other 
studies, these studies have also used additional vignettes describing affective 
flattening, alogia, and conceptual disorganization, thus providing a fuller 
representation o f  the schizophrenic condition. This study focused on just a few  
symptoms, which seemed particularly significant in describing schizophrenia.
It is important to recognize that stigmatising attitudes cannot prove stigmatising 
behaviour. However, there is evidence that negative attitudes to mental illness are 
significantly associated with a desire for social distance (Corrigan et al., 2001). 
Nevertheless, this still does not mean that desire for distance is equivalent for actual 
behaviour. Similarly, more positive attitudes need not equate with showing positive 
action towards those with schizophrenia. More research is needed on such issues, 
although how such behaviour could be reliably investigated is not certain.
4.4.2 Influence o f  other participant factors
Other factors, such as sex (Leong & Zachar, 1999) and educational background (Pote 
& Orrell, 2002), can also influence attitudes to mental illness and treatment-seeking. 
Sex was incorporated into analyses, and not found to significantly influence results.
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Previous research using schizophrenia symptom vignettes highlighted the importance 
o f  considering populations with less education to ensure the generalisability o f  results 
(Hall & Tucker, 1985; Pote & Orrell, 2002). This study was specifically aimed at 
such populations to ensure the effect o f  education did not obscure other influences, 
such as ethnic background. There is some evidence that age m ay affect mental illness 
opinions (Hirai & Clum, 2000). A ge did not appear to differentiate the two ethnic 
groups in this study, but it is important to note that the sample predominantly 
consisted o f  individuals o f  relatively young ages, and the results must be interpreted 
in this light.
Although these factors were considered, it was not possible to incorporate the 
influence o f  others, such as SES or years lived in the UK. It was hoped that most 
participants were from the same geographical region (that is, south-east London) and 
so to some degree SES w ould be consistent. However, it is acknowledged that whilst 
most participants came from London some were from Surrey, which m ay have 
introduced variance in terms o f  SES. There was a significant difference between the 
groups in how long they had lived in the UK. Thus ethnicity appeared to be 
confounded by years lived in the UK. This might indicate that differences between  
ethnic groups were more to do with living in other countries, rather than being either 
White-European or Afro-Caribbean growing up in the UK. This information is also 
difficult to interpret, since age influences the meaning o f  years lived in the U K  (in 
terms o f  the proportion o f  one’s life in the UK). Moreover, one could argue that the 
experience o f  being from an ethnic minority group in England is often linked to not 
having lived here from birth. This data may therefore be a further descriptor and 
covariant o f  ethnic group status and further research is required to more fully 
understand its influence.
Exploratory analyses o f  first- and second-generation Afro-Caribbean participants did 
not reveal significant differences in their responding. However, these sub-groups 
were o f  unequal sizes and a bigger sample would be needed to properly investigate 
the influence o f  such factors.
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From this discussion and previous literature, it is clear that many factors influence the 
relationship between stigma and treatment-seeking. These results are pertinent to a 
sample o f  relatively young adults who have not had higher education. Ultimately, 
these results reflect the responses o f  this particular sample at one point in time, and 
generalising their interpretation to other populations must therefore be somewhat 
speculative. It would be beneficial to have a larger sample o f  participants in future 
research, in order to incorporate other factors (e.g. SES, contact with people with 
mental illness) into analyses reliably.
4.4.3 Influence o f  ethnicity on methodology
On the issue o f  the researcher’s ethnicity, there is no doubt that it w ill have affected 
the research. For example, the questionnaire was constructed on the basis o f  
European and American literature, consultation with White-European researchers, and 
the researcher’s own ideas about schizophrenia, stigma and treatment-seeking. 
Alternative frameworks for understanding these issues m ay therefore have been 
ignored. Future research considering cultural issues would benefit from constructing 
questionnaires in consultation with people from other ethnic backgrounds, whether 
researchers themselves, or from a lay-population.
Participants’ engagement with the research may also have been significant. 
Reluctance and suspicion o f  the research was observed in several classes, which may 
have prevented individuals from giving their true responses. Being ostensibly White 
herself, the researcher’s ethnicity m ay also have affected answers. For example, 
participants may have given different responses depending on the researcher’s 
ethnicity, or age or gender.
Whilst this study allowed relatively specific comparison o f  two self-defined ethnic 
groups, the necessary means o f  doing this within categories o f  Western origin could 
be seen as invalidating the procedure. Categorising ethnicity means people from quite 
different cultural backgrounds may have been amalgamated together. For example, 
‘White-European’ could include people o f  both Western and Eastern European origin, 
and ‘Afro-Caribbean’ could include people o f  both African and Caribbean origin. If
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possible, greater consideration o f  religion, country o f  origin and possibly parents’ 
ethnicity may help define cultural influences.
4.4.4 Future research
Some points for further research have been mentioned above, such as incorporating 
the influences o f  other demographic factors and developing measures o f  attitudes in 
consultation with different ethnic groups to enable finer and more sensitive 
assessment o f  beliefs. A  fuller appreciation o f  the contextual details which influence 
attitudes to mental illness has also been raised.
A  useful w ay to follow  on from this study would be a qualitative investigation o f  lay- 
people’s beliefs about psychiatric stigma, the meaning o f  mental illness, and its 
treatment. This study raises questions concerning how these concepts are related and 
what social factors influence them. Qualitative methodologies allow exploration o f  
the structures that underlie attitude and belief systems, which quantitative surveys can 
be less sensitive to (Cinnirella & Loewenthal, 1999). This approach would broaden 
the field o f  inquiry by providing a more open exploration o f  people’s 
conceptualisations. It m ay also inform the development o f  future quantitative studies, 
in terms o f  indicating which aspects o f  experience and beliefs are focal points for 
examination. This in turn may guide the development o f  more valid instruments for 
measuring stigma and conceptualisations o f  specific mental illnesses among specific 
ethnic groups.
Qualitative and quantitative investigations across ethnic groups m ay usefully focus on 
both lay/public beliefs and on the beliefs o f  those with schizophrenia, their family and 
friends. ‘Insider’ view s have been advocated as less biased towards professionals’ 
preconceived and largely medical notions o f  schizophrenia (Knight et al., 2003). This 
would further build on understanding frameworks o f  beliefs and also allow  
exploration o f  how people from different ethnic groups manage the consequences o f  
and cope with a diagnosis o f  schizophrenia. Research into how  cultural background 
affects the beliefs o f  mental health professionals is also necessary. This would enable
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greater understanding o f  how cultural factors affect clinical interactions from both 
sides o f  the dynamic.
4.5 C linical Im plications
This research can inform clinical practice at different levels o f  service provision, from 
informing lay-people about mental health services, to engaging clients and developing 
skills at the individual clinician’s level. I w ill consider each separately.
4.5.1 Informing people about mental health and mental health services
Cultural conceptions o f  mental illness have consequences for the kinds o f  treatment 
structures created for people with mental illness (Link, Phelan, Bresnaham, Stueve & 
Pescosolido, 1999). I f  different sub-groups o f  society have different understandings 
o f  mental health and the services catering for mental health, professionals within these 
services have a responsibility to provide clear information about these issues for the 
populations they serve.
The profile o f  health services which are aimed at non-physical problems may also 
need to be raised. This may require sensitivity so that services are not seen as 
‘different’ or stigmatising. It is important to recognize the stigma associated with 
mental health services may have substantial effects on treatment-seeking. This was 
not specifically explored in this study, although it is possible that responses to the 
diagnosis vignette held some attitudes to the treatment described, as w ell as the 
diagnosis. Again, the use o f  language needs to be carefully considered as this study 
suggests the phrase ‘mental illness’ m ay be particularly associated with stigma. 
Whilst clear information needs to be offered about what services exist, this must be 
done without creating additional problems for those seeking help.
Similar care is needed in informing people about mental health difficulties. Afro- 
Caribbean participants in this research appeared less likely to view  symptoms such as 
suspiciousness as indicative o f  mental illness, and so m ay be less likely to seek help 
from health professionals. Providing education about mental illness, such as 
schizophrenia, m ay facilitate the process o f  engaging someone in the early stages o f
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schizophrenic breakdown with services. However, this research raises a real dilemma 
about how  to do this, since apparently view ing something as ‘illness’ and needing 
healthcare m ay raise social stigma. This is consistent with evidence that biological 
attributional beliefs about schizophrenia are associated with increased stigma 
(Dietrich, Beck, Bujantugs, Kenzine, Matschinger & Angermeyer, 2004). Education 
may make people more knowledgeable, but not more understanding or accepting o f  
mental illness (Angermeyer, Beck & Matschinger, 2004).
There have been recent campaigns aimed at reducing public psychiatric stigma, e.g. 
Crisp (2001). An evaluation o f  such strategies indicates that contact with persons 
with mental disorder is most effective in improving attitudes, particularly with respect 
to schizophrenia (Corrigan, River, Lundin, Penn, Uphoff-W asowski et al., 2001). 
This research shows ethnic background must be considered when carrying out such 
campaigns, as different issues may be pertinent to different ethnic groups. Given that 
Afro-Caribbean individuals in this sample to some extent perceived symptoms o f  
schizophrenia differently from fillers, but associated less stigma with both the 
symptoms and psychiatric label compared to White-European individuals, this term 
seemed less loaded with negative meanings for them. Further research is necessary to 
grasp what underlies this, in order that clinicians might learn what alternative beliefs 
and understandings, other than those aligned with a Western/medical model, lower 
stigma beliefs. It seems that providing frameworks for understanding schizophrenia 
other than a medical/psychiatric one m ay be beneficial.
The use o f  language, such as ‘mental illness’, may also be worth attending to. For all 
individuals, receiving a diagnostic label on average led to higher stigma ratings than 
experiencing symptoms, and generally more associations with illness than symptoms 
alone. However, although certain symptoms o f  schizophrenia were rated as 
‘different’ within ethnic groups, they appeared to be stigmatised less than the label 
e.g. anhedonia. It may be important to emphasize these aspects in order to provide a 
more holistic understanding o f  the condition, so that lay-people com e to som e view  o f  
schizophrenia as lying on a continuum o f  human experience (McKenna, 1997). This 
may help to balance attitudes, and decrease the separation between ‘them’ and ‘us’, 
and thus reduce stigma (Link & Phelan, 2001).
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4.5.2 Engaging people with mental health services
Engaging with those who may benefit from mental health services, such as family and 
friends o f  a person experiencing schizophrenia as w ell as the person themselves, also 
means engaging with their different beliefs. Some projects have been developed that 
reach out to communities within their own framework o f  understanding and engage 
them on this level (e.g. Cares o f  Life project, Nketia & Peters, 2004). Given that 
health services are not always seen as appropriate help for symptoms o f  schizophrenia 
by different ethnic groups, it may be useful to join  with other services -  e.g. churches, 
leisure and voluntary projects -  to provide opportunities for people to see health 
services as an equally valid option.
In terms o f  adapting services, recognition o f  the fact that Afro-Caribbean individuals 
m ay have different, non-medical understandings o f  symptoms and psychiatric terms, 
m ay help clinicians consider how to change what they offer to clients. This may 
mean being more flexible in the therapeutic and service models used, and having 
ways o f  communicating and leading clients through services that are informed by  
other philosophies. I f  it is difficult for people to trust medical opinion, clinical 
psychologists m ay be w ell placed to consult with other professionals about how to 
offer alternative frameworks o f  opinion. The challenge o f  negotiating trust with  
people who may have had a very real history o f  discrimination, which is then 
complicated by symptoms o f  schizophrenia, must be realised.
4.5.3 The clinician-client relationship
At the individual level, it is hoped that the findings o f  this research can prompt 
clinicians to be curious and open to hearing about their client’s beliefs about 
symptoms. It seems that clear communication from both sides is essential -  that is, 
clarity about the clinician’s understanding o f  symptoms and how they might be 
tackled, as w ell as clarity about the client’s and their community’s understanding and 
view  o f  the social consequences. In offering psychological therapies for clients with 
schizophrenia, psychologists need to be aware o f  both similarities and differences 
between themselves and their clients, for example in terms o f  mental health related
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cognitions (M illet et al., 1996), but also cognitions specifically related to stigma and 
treatment. Considering such cognitions may be significant for successful 
psychological interventions, such as cognitive-behavioural therapy which has been 
found to reduce symptoms in acute phases o f  schizophrenia (Lewis, Tarrier, Haddock, 
Bentall, Kinderman, Kingdon et al., 2002).
This research also suggests a joint understanding and use o f  psychiatric terms such as 
‘schizophrenia’ and ‘mental illness’ is needed. An appreciation that other types o f  
help may be perceived to be useful is required, and a willingness to include agencies 
outside o f  the health sphere. B y  reaching some joint notion o f  what is similar and 
what is different in how the client’s problems are understood, empathy and the 
therapeutic relationship might be enhanced. Without such openness and appreciation 
o f  diversity it is possible that clients from Afro-Caribbean backgrounds m ay see what 
is offered as inappropriate or punitive, leading to loss o f  engagement or negative 
attitudes to services.
This investigation o f  stigma beliefs further highlights the importance o f  appreciating 
stigma within the lives o f  those suffering from mental illnesses such as schizophrenia, 
and considering this as a focus for therapeutic intervention. White-European 
individuals may be particularly aware o f  psychiatric stigma and the negative social 
attitudes o f  others in their community to both their symptoms and diagnosis. Those 
symptoms such as hallucination and unusual thought content, which are associated 
with high social stigma, may be particularly important to focus on in treatment. 
Understanding these aspects o f  schizophrenia may also be important for those in the 
social system around the client, and may be highlighted in any fam ily or systemic 
therapeutic approaches that are undertaken.
Clearly, schizophrenia is complex, and numerous factors appear to influence its 
clinical presentation and course, including the beliefs o f  both those experiencing the 
condition personally and o f  those in society around them. A s schizophrenia is so 
multifaceted, it is argued that “multitudes o f  theoretical perspectives are necessary to 
understand and assist those affected” (p. 211, Barker et al., 2001). This research 
offers some cultural perspectives to add to the literature. The utility o f  having
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different perspectives may further help reduce stigma and enable joining with other 
sources o f  help to provide a new  means o f  improving the experience o f  those with 
schizophrenia, whatever their cultural or ethnic background, within mental health 
services.
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Self-Reflexive Analysis Of The Researcher
I feel it is important to reflect on m y personal role as researcher in the process o f  this 
study. The study used a quantitative approach to investigate people’s beliefs, which 
assumes empirical methods can be used to objectively measure psychological 
constructs and does not necessarily consider the researcher’s subjectivity in carrying 
out the research. In contrast, within qualitative approaches, researchers are called to 
attend to their own cultural assumptions as personal values and beliefs are thought to 
influence the research’s procedure, analysis and interpretation (Bramen, 1992). From 
the very beginnings o f  developing this project, I was aware that within mental health, 
stigma, culture and ethnicity were topics that needed to be approached with care, and 
that different approaches to their study might significantly influence the outcome o f  
any research.
Throughout the research process, I found m yself repeatedly having concerns about 
how others might perceive this research, and m y motivations for undertaking it, for 
example whether it might be seen as racist or as making judgemental assumptions 
about ethnic differences. I began to question m y motivations, and realised the 
importance o f  considering their impact on how I carried out this project. I would 
therefore like to reflect a little on what I brought to this research, firstly by giving 
some personal details and then describing m y motivations and assumptions.
I am White, half English and half Russian. I was bom  in England and have always 
lived here, but speak both English and Russian. I feel very strongly about the value o f  
m y English and Russian identities. I come from a m iddle-class, well-educated and 
generally privileged background, and was brought up surrounded by people from 
different Eastem-European and Slavonic cultures.
Having completed m y Bachelor’s degree, I went to Tanzania in East Africa for seven  
months, where I lived in a small town, working as a teacher in two schools. This had 
an enormous impact on m y life, which I do not think I can overestimate. I developed  
a real passion for Africa and a desire to learn more about its countries and people,
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including those living in the UK. This has continued up to the present day, and was 
significant in prompting m e to do this research.
This interest in understanding African cultures made m e curious about how  
psychological problems were understood within them, and how  people from African 
communities responded to what w e in England call ‘mental illness’. M y investigation 
o f  stigma and view s o f  treatment-seeking developed from this as I read about 
discrepancies between Afro-Caribbean and White-European experiences o f  mental 
health (especially schizophrenia) and mental health services in England. I was very 
struck by this, and further surprised by the relative lack o f  research into the views 
people from Afro-Caribbean communities have about mental illnesses, including 
schizophrenia. It seem ed important to investigate this given the growing emphasis on 
user- and community-led initiatives to develop culturally competent services.
I do not have any direct clinical experience o f  working with Afro-Caribbean or 
White-European clients who have been diagnosed with schizophrenia. M y  
assumptions were that the beliefs and attitudes characteristic o f  families and other 
social groups in clients’ social environment would have a significant influence on 
how they and those close to them understood and managed their difficulties. This 
would then affect their experiences within their community, and also with mental 
health services and professionals, and consequently lead to a particular range o f  
options o f  ‘symptom’ development and treatment. A s m y thinking developed through 
the course o f  the project, I realised more and more the com plexity o f  factors which 
affect ethnic groups differently in society, and particularly came to appreciate the 
impact oppression and discrimination could play at multiple levels within society. I 
acknowledge that m y background probably predisposed m e to a certain naivety 
regarding the pervasiveness and power o f  racial discrimination. Although this study 
did not specifically address this, I hope I was able to show some consideration o f  its 
influence.
Bennett & Davis (2000) advocate that learning about other cultures should go hand in 
hand with learning from the people one is working with clinically, and therefore 
requires m oving away from a position o f  expert to one o f  novice. I certainly feel I am
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only just beginning m y inquiry into psychology and culture, but hope m y novice 
position w ill enhance m y route to learning and that m y enthusiasm for cultural 
diversity stimulates more thinking and investigation o f  these issues.
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Genetic/biological theories of different rates of schizophrenia
With regard to genetic theories, in. general it seems that a genetic predisposition alone 
cannot account for the higher rates, but rather that environmental factors play an 
additionally significant role (Hutchinson, Takei, Fahy, Bhugra, Gilvarry, Moran et ah, 
1996). Biological explanations link pre- and peri-natal complications to an increased 
risk for schizophrenia, but there is no evidence that these play a role in explaining the 
different rates amongst Afro-Caribbean and White individuals (Hutchinson, Takei, 
Bhugra, Fahy, Gilvarry, Mallett et al., 1997). A  further ‘biological theory’ links 
cannabis use to psychosis, but there is little evidence that it is more widespread in the 
Afro-Caribbean population compared to the White-European population in Britain, or 
that psychosis is more frequently found amongst Afro-Caribbean users (Russell, 
2002).
Other theories argue that the selective migration o f  genetically vulnerable people from 
the Caribbean contributes to schizophrenia incidence amongst Afro-Caribbean people. 
However, it seems illogical that precisely those who are vulnerable to mental illness 
would be prompted to migrate and further survive the process (Russell, 2002). M ixed  
findings on the issue o f  what type o f  people migrate, and why, reveal the complex 
nature o f  migration, such that it is argued that patterns o f  migration cannot directly 
explain differences in rates o f  mental illness (Sharpley, Hutchinson, M cKenzie & 
Murray, 2001). For example, lower rates in other immigrant groups indicate unique 
factors m ay be involved for Afro-Caribbean people. Higher rates o f  schizophrenia in 
second-generation individuals also argue against simple migration theories.
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Principal/Head o f  student services 
Principal’s office  
**** College
Date 2004
Dear ,
I am a clinical psychologist in training based at Surrey University and am conducting 
research for m y doctoral thesis. I spoke to your PA yesterday about com ing to ask 
students whether they would be w illing to participate in this research. M y research 
aims to explore the perceptions people from different backgrounds have about 
unusual experiences and behaviours related to mental illness.
Information on research
The rates o f  onset o f  some psychological problems are highest among young age 
groups (e.g. the onset o f  schizophrenia is usually between the ages o f  15 and 30). It is 
therefore particularly important to understand young people’s attitudes about social 
stigma and how  they recognise symptoms. This can help facilitate interventions 
before the onset o f  mental health problems, by giving useful information on barriers 
to seeking help in those at risk.
Relatively little research has looked at the attitudes and perceptions o f  different 
cultural groups on this subject. M any previous studies have been done in the U S, so it 
is difficult to know how they might apply to those living in England. They also have 
yielded rather conflicting results about how various groups o f  people v iew  mental 
illness symptoms. Such information could help make health services more accessible 
to diverse populations, recognising mental health difficulties more accurately, and 
carrying out effective treatment in culturally-sensitive ways.
Details of this study
I am hoping to ask people about these issues using a questionnaire, which I have 
developed based on those already being used in this area o f  study. I would like to get 
a range o f  people from different ethnic backgrounds, who are aged between 18 and 
30, to participate. They w ill simply be asked to fill in the questionnaire, which should 
take no longer than 20 minutes. N o names or other identification w ill be required, so 
everything w ill be strictly confidential.
I am therefore writing to ask whether I could com e to **** College to ask adult 
students (16 years and older) to participate in this research. In m y visits to colleges so 
far, I have been visiting classes or tutorials and presenting the research at a convenient 
time to m inim ise any disruption. I then stay to collect completed questionnaires at the 
end and answer questions or provide any further feedback as necessary. Another 
strategy is to com e to the college for half a day and focus on a place where students
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take breaks between studying, and where I could also approach interested students to 
participate.
This work is being carried out as part o f  the PsychD training course, and is under the 
supervision o f  Dr . Please do not hesitate to contact either m e or Dr
(details below) should you w ish to discuss anything further. A ny comments or 
queries you have w ill be gratefully received. I enclose a copy o f  the questionnaire I 
plan to use. If  you would like a more detailed protocol, I can send you the full 
research proposal at a later date.
I appreciate the demands a large college works under, and your permission to let m e 
approach students from the college would be greatly appreciated. I w ill telephone you 
in a w eek’s time to discuss this further with you.
Yours sincerely,
Lydia Stone
Clinical Psychologist in Training
For further information contact:
Lydia Stone
Clinical Psychologist in Training 
PsychD. training course 
Psychology Dept.
Surrey University 
Guildford GU2 7XH  
Tel.
Dr
Tel.
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Information Sheet 
The Research
This study is about how we view other people’s experiences and behaviour. The aim  
is to investigate different people’s view s o f what they see as usual or unusual 
experiences and behaviour. This will be done by asking people in different areas o f  
London who are attending college courses to fill in a questionnaire. This kind of  
research helps us to understand how people might react to others in everyday life.
Research Procedure
The research is being conducted under BPS (British Psychological Society) 
guidelines. This means it has been approved o f by an ethics committee. These 
guidelines state that details o f the research must be explained to you before you take 
part. A lso, once the research data has been collected, i f  you are interested you have 
the right to see what has been found out, and what w ill be published.
Confidentiality
The research data will be treated with respect and in complete confidence. N o  
students, staff, or other members o f the college w ill see the completed questionnaires. 
Only the investigators involved in the research (m yself and my supervisor from  
Surrey University) will see the completed questionnaires. Although you w ill be asked 
for your name on a consent form, these forms w ill be separated from the 
questionnaires so that anonymity is maintained. A ll data w ill be held in accordance 
with the Data Protection Act 1998.
Contact D etails
If you have any questions at any point please feel free to c o n ta c t  e i t h e r  m y s e lf :
Lydia Stone PsychD course, Psychology dept., Surrey University, Guildford
GU2 7XH
O r  m y  s u p e r v i s o r :
D r M ick Finlay Senior Research Tutor/Lecturer, Psychology dept., Surrey 
University, Guildford, G U2 7XH
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Consent Form
•  I the undersigned voluntarily agree to take part in the study on Social Perceptions
•  I have read and understood the Information Sheet provided. I have been given a 
full explanation by the investigators o f  the nature, purpose, location and likely 
duration of the study, and o f what I w ill be expected to do. I have been advised 
about any discomfort and possible ill-effects on my health and well-being which 
may result. I have been given the opportunity to ask questions on all aspects o f  
the study and have understood the advice and information given as a result.
•  I understand that all personal data relating to volunteers is held and processed in 
the strictest confidence, and in accordance with the Data Protection Act (1998). I 
agree that I w ill not seek to restrict the use o f the results o f the study on the 
understanding that my anonymity is preserved.
•  I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
•  I confirm that I have read and understood the above and freely consent to 
participating in the study. I have been give adequate time to consider my 
participation and agree to comply with the instructions and restrictions o f the 
study.
Name of volunteer .......................................................
(BLOCK CAPITALS)
Signed....................................... .......................................................
Date .................................................... .
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Dept. O f Psychology 
University o f Surrey
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Please fill in the following information sheet before completing the questionnaire. 
A ll the information on this sheet is confidential. It is important that you answer all 
the questions.
1. Sex: Male /  Female (Please ring) 2. Age:............................ Years
4. Occupation (if none or ‘student’ only, please state parents’ occupation):
5. What is your ethnic background? Choose ONE section from A to E, then tick the 
appropriate box to indicate your cultural background.
A Asian or Asian British
□  Bangladeshi
0  Indian
□  Pakistani
□  Any other Asian background, please specify:.........................................................
B Black or Black British 
[—j African
□  Caribbean
D Any other Black background, please specify:.........................................................
C Chinese or other ethnic group
□  Chinese
□  Any other ethnic background, please specify:..........................................................
D Mixed
□  White and Asian
□  White and Black African
D White and Black Caribbean
O  Any other Mixed background, please specify:.........................................................
E White
□  British
□  Irish
^  Any other White background, please specify:..........................................................
5. Where were you born? (Please tick)
□ Africa □ Europe
□ Britain □ India
□ Bangladesh □ Ireland
□ Caribbean □ Pakistan
□ China □ Other (please specify):
6. How many years have you lived in Britain?..................... years
7. What is the course you are currently studying?.......................
What is the highest educational qualification you have obtained?
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Social Perceptions Questionnaire
This questionnaire is about how w e view other people’s experiences and behaviour. 
On each page o f this questionnaire, you will read a short description o f a person, 
someone whom you might meet in everyday life. Consider the descriptions as if  the 
person had had these experiences for at least a 2-week period.
After each description there are some statements which you will be asked to rate your 
agreement with, and a couple o f questions. Please read each statement carefully and 
rate how much you agree it applies to the person described using the following scale:
Strongly Disagree Neither Agree Agree Strongly
Disagree Nor Disagree Agree
For example:
♦ He finds it impossible to spend time alone, and prefers to be in the company of friends or 
neighbours, especially in the evenings. He will make sure that he has arranged to see 
someone every evening.
Strongly Disagree Neither Agree Agree Strongly
Disagree Nor Disagree Agree
1. Most people would take the □  □  □  0  □
opinions of this person less 
seriously.
So for this example this participant g e n e r a l ly  a g r e e d  that people would take the opinions of 
someone who had difficulty spending time alone less seriously.
The descriptions on each page are entirely separate, and do not relate to one another, 
so do not worry about remembering them. ‘H e’ is used throughout the questionnaire 
only to keep it simple.
There are no right or wrong answers -y o u r  point o f view, whatever it 
is, is o f interest, so please be honest!
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2.
It became very clear to him that something was definitely going on. They had 
singled him out and they meant to cause him trouble. Som e very powerful people 
intended to harm him, and these people left clues everywhere in order to threaten and 
worry him. He had to be very cautious because these people seemed to know an 
incredible amount about him. Perhaps they were secretly monitoring him.
N o w ,  please read each o f the statements below and rate the degree to which you agree 
they apply to the person described by ticking one box:
Strongly
Disagree
Disagree Neither Agree 
Nor Disagree
Agree Strongl;
Agree
1. Most people would willingly 
accept this person as a close friend.
□ □ □ □ □
2. Most people would be afraid this 
person may harm others.
□ □ □ □ □
3. Most people would believe this 0  
person was going through a temporary 
state which they would emerge from.
□ □ □ □
4. Most people would be reluctant to 
have this person as a boyfriend.
□ □ □ □ □
5. Most people would believe this 
person to be trustworthy.
□ □ □ □ □
6. Most people would think that 
virtually anyone could be like this. □ □ □ □ □
7. The description implies that this 
person has a mental illness. □ □ □ □ □
D o you think the person described should get help or treatment? Yes/N o  
If Yes, what kind of help or treatm ent?...................................................................
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5 .
He had som e very surprising experiences. People seemed able to know his 
thoughts. He would just think about a topic and, next thing, they would broadcast that 
very topic over the radio or the TV. People on the street would signal that they knew  
what he was thinking. Sometimes signals appeared in things he was reading that 
showed how much they knew about him. Som etimes these people would put their 
thoughts into him mind. That felt strange.
N o w ,  please read each o f the statements below and rate the degree to which you agree 
they apply to the person described by ticking one box:
Strongly
Disagree
Disagree Neither Agree 
Nor Disagree
Agree Strongly
Agree
1. Most people would willingly 
accept this person as a close friend.
□ □ □ □ □
2. Most people would be afraid this 
person may harm others.
□ □ □ □ □
3. Most people would believe this D  
person was going through a temporary 
state which they would emerge from.
□ □ □ □
4. Most people would be reluctant to 
have this person as a boyfriend.
□ □ □ □ □
5. Most people would believe this 
person to be trustworthy.
□ □ □ □ □
6. Most people would think that 
virtually anyone could be like this. □ □ □ □ □
7. The description implies that this 
person has a mental illness. □ □ □ □ □
D o you think the person described should get help or treatment? Yes/N o
If Yes, what kind o f help or treatment? ,..
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4.
He began to notice people talking about him. At first he was not sure who it 
was talking or why they talked about him. People talked about him in many different 
places and he gradually became used to it. Som etimes at night they would be outside 
the window o f the next flat. Sometimes it was almost like telepathy. Sometimes they 
said very nasty things.
N o w ,  please read each o f the statements below and rate the degree to which you agree 
they apply to the person described by ticking one box:
Strongly
Disagree
Disagree Neither Agree 
Nor Disagree
Agree Strongh
Agree
1. Most people would willingly 
accept this person as a close friend.
□ □ □ □ □
2. Most people would be afraid this 
person may harm others.
□ □ □ □ □
3. Most people would believe this D  
person was going through a temporary 
state which they would emerge from.
□ □ □ □
4. Most people would be reluctant to 
have this person as a boyfriend.
□ □ □ □ □
5. Most people would believe this 
person to be trustworthy.
□ □ □ □ □
6. Most people would think that 
virtually anyone could be like this. □ □ □ □ □
7. The description implies that this 
person has a mental illness. □ □ □ □ □
D o you think the person described should get help or treatment? Yes/No
If Yes, what kind o f help or treatment? ...
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7.
He had not been w ell for some time. He went to the hospital with a relative to 
see a doctor. The doctor who saw him was a psychiatrist. The doctor told him he had 
Schizophrenia. He would be in hospital for a while and start taking medication to 
help him. A  nurse came to talk to him. When he got back home, the nurse continued 
to visit him to make sure he was okay.
N o w ,  please read each o f the statements below and rate the degree to which you agree 
they apply to the person described by ticking one box:
Strongly
Disagree
Disagree Neither Agree 
Nor Disagree
Agree Strongly
Agree
1. Most people would willingly 
accept this person as a close friend.
□ □ □ □ □
2. Most people would be afraid this 
person may harm others.
□ □ □ □ □
3. Most people would believe this 0  
person was going through a temporary 
state which they would emerge from.
□ □ □ □
4. Most people would be reluctant to 
have this person as a boyfriend.
□ □ □ □ □
5. Most people would believe this 
person to be trustworthy.
□ □ □ □ □
6. Most people would think that 
virtually anyone could be like this. □ □ □ □ □
7. The description implies that this 
person has a mental illness. □ □ □ □ □
D o you think the person described should get help or treatment? Y es/N o  
If Yes, what kind o f help or treatm ent?...................................................................
Thank vou for completing this questionnaire.
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1.
He does not find much interesting. Things that had previously been attractive 
or stimulating to him just do not seem to matter any more. He does not go out with 
others much. It just does not seem worth the effort or trouble. Not much is fun. Not 
much is exciting. It is simpler just to stay at home and take things easy by himself.
N o w ,  please read each o f the statements below and rate the degree to which you agree 
they apply to the person described by ticking one box:
Strongly
Disagree
Disagree Neither Agree 
Nor Disagree
Agree Strongly
Agree
1. Most people would willingly 
accept this person as a close friend.
□ □ □ □ □
2. Most people would be afraid this 
person may harm others.
□ □ □ □ □
3. Most people would believe this D  
person was going through a temporary 
state which they would emerge from.
□ □ □ □
4. Most people would be reluctant to 
have this person as a boyfriend.
□ □ □ □ □
5. Most people would believe this 
person to be trustworthy.
□ □ □ □ □
6. Most people would think that 
virtually anyone could be like this. □ □ □ □ □
7. The description implies that this 
person has a mental illness. □ □ □ □ □
D o you think the person described should get help or treatment? Yes/No
If Yes, what kind o f help or treatment? ...
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3 .
He is very affectionate, and likes most people he meets. On meeting a friend 
or someone he has only met on a couple o f occasions he w ill hug them and kiss them  
on the cheek. He will talk to others in a very loving manner, and always shows his 
feelings. He is often expressive with his hands when talking and will touch others 
frequently.
N o w ,  please read each o f the statements below and rate the degree to which you agree 
they apply to the person described by ticking one box:
Strongly
Disagree
Disagree Neither Agree 
Nor Disagree
Agree Strong!;
Agree
1. Most people would willingly 
accept this person as a close friend.
□ □ □ □ □
2. Most people would be afraid this 
person may harm others.
□ □ □ □ □
3. Most people would believe this D  
person was going through a temporary 
state which they would emerge from.
□ □ □ □
4. Most people would be reluctant to 
have this person as a boyfriend.
□ □ □ □ □
5. Most people would believe this 
person to be trustworthy.
□ □ □ □ □
6. Most people would think that 
virtually anyone could be like this. □ □ □ □ □
7. The description implies that this 
person has a mental illness. □ □ □ □ □
D o you think the person described should get help or treatment? Yes/No  
If Yes, what kind o f help or treatment?...................................................................
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6.
He is always the first person to speak in a group. Sometimes he can talk for 
ten minutes without giving others a chance to say their point o f view. When people 
do interrupt he w ill often say a critical comment which silences them. He does things 
spontaneously, in reaction to what is going on around him, and may not think them  
through beforehand.
N o w ,  please read each o f the statements below and rate the degree to which you agree 
they apply to the person described by ticking one box:
Strongly
Disagree
Disagree Neither Agree 
Nor Disagree
Agree Strong!}
Agree
1. Most people would willingly 
accept this person as a close friend.
□ □ □ □ □
2. Most people would be afraid this 
person may harm others.
□ □ □ □ □
3. Most people would believe this 0  
person was going through a temporary 
state which they would emerge from.
□ □ □ □
4. Most people would be reluctant to 
have this person as a boyfriend.
□ □ □ □ □
5. Most people would believe this 
person to be trustworthy.
□ □ □ □ □
6. Most people would think that 
virtually anyone could be like this. □ □ □ □ □
7. The description implies that this 
person has a mental illness. □ □ □ □ □
D o you think the person described should get help or treatment? Y es/N o  
If Yes, what kind o f help or treatment?...................................................................
379
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Debrief Sheet
Sometimes, taking part in research on psychology, particularly when it involves 
reading about people’s experiences and behaviours, can affect you personally. If 
completing the questionnaire raises som e issues for you, or creates unexpected 
feelings that you would like to discuss, it can help to talk to someone confidentially. 
Below are some useful organizations, should you wish to contact someone:
Outreach And Support In South London (OASIS)
Tel. 020 7848 0952 Email: Info@ oasislondon.com
Rethink / @ease
Tel. 020 8974 6814 Website: www.rethink.org or www.at-ease.nsf.org.uk
380
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Script For Recruiting Participants
★ Hello -  m y name is Lydia Stone. I’m studying at Surrey University in Guildford, 
where I’m doing some research in psychology. The research is about what we think 
o f  each other, in particular what w e think o f  another person’s experience o f  the world, 
whether it’s usual or unusual. F o r  e x a m p le ,  how people are day to day and how they 
behave with other people. This can help us understand how people might react to 
others in everyday life. I am studying this by asking students from different London 
colleges to fill in a questionnaire. It should take about 20 minutes to fill in.
★ I’ve com e here today to ask you whether you could fill in the questionnaire for m y  
study. It doesn’t ask for any personal details, although it does ask for some basic 
information like age, what course you are studying and so on. A s I am asking you for 
your opinions though, you have to sign a consent form. It w ill be separated from the 
questionnaire later, and only I w ill see it. N o-one from the college, or from Surrey 
University apart from m e and m y supervisor, w ill see the questionnaires. So all the 
information w ill be kept completely confidential.
★ I’m going to give out the questionnaires to everybody, so i f  you want to fill one in, 
you can -  but i f  you don’t want to, you can just have a look and leave it blank. I’ll 
collect them all back after 20 minutes. Before I do that, does anyone have any 
questions?
Answer questions. Give out questionnaires.
★ Ok, you should each get an information sheet and a consent form with the 
questionnaire. I’d appreciate it i f  you could read those first. Then work through the 
questionnaire from beginning to end, without skipping any pages or flicking to the 
end before you’ve done the earlier pages.
Wait 20 minutes.
★ Ok, how  are you doing? Before I collect the questionnaires, you might have 
noticed that the last sheet has some extra information on it. So i f  you’d like to, you 
can tear that o f f  to keep.
Collect questionnaires.
★ I’ll be here all morning/afternoon, and at _________ (time) I’ll be in the
_______________ (specific location). If you think o f  any questions or have any
comments later, please come and find me, or contact m e by email. T h a n k  y o u  v e r y  
m u c h  f o r  y o u r  t im e !
3 8 2
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UniS
Ethics Committee
13 November 2003
Miss Lydia Stone 
Department of Psychology 
School of Human Sciences
Dear Miss Stone
w
A cross-cultural com parison of Afro-Caribbean and W hite-European vounq adults1 
conception of schizophrenia and its sym ptom s (EC/2003/87/Psvch)
I am writing to inform you that the Ethics Committee has considered the above protocol, 
and the subsequent information supplied, and has approved it on the understanding that 
the Ethical Guidelines for Teaching and Research are observed and the following condition 
is met>
• That you confirm in writing the reasons why LREC approval is not required, in order that 
this can be placed on the file.
For your information, and future reference, the Guidelines can be downloaded from the 
Committee's website at http://www.surrev.ac.uk/Surrev/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(EC/2003/87/Psych). The Committee should be notified of any changes to the proposal, any 
adverse reactions, and if the study is terminated earlier than expected, with reâsons.
I should be grateful if you would confirm in writing your acceptance of the condition above, 
forwarding the required document for the Committee's records.
Date of approval by the Ethics Committee: 13 N ovem ber 2003
Date of expiry of approval by the Ethics Committee: 12 Novem ber 2008
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr M Finlay, Supervisor, Dept of Psychology
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Mrs C. Ashbee 
Secretary
University Ethics Committee 
Registry
University o f  Surrey 
20th January 2003
Dear Mrs Ashbee,
Re: EC /2003/87/Psych
Thank you for your letter o f  5th January 2004. I am sorry you did not receive m y  
reply to your previous letter, which I sent before Christmas -  it appears to have been  
mislaid.
I would therefore like to clarify the point concerning ethical approval for m y study (A 
cross-cultural comparison o f  Afro-Caribbean and White-European young a du lts’ 
conceptions o f  schizophrenia and its symptoms'). This study is focused on student 
participants from Colleges o f  Further Education only. Thus the sample is not 
connected to the NHS in any way. According to information from the Central Office 
for Research Ethics Committees (COREC), advice from an NHS Research Ethics 
Committee is appropriate when the research is aimed at patients and users o f  the 
NHS, their relatives or carers, or NHS staff. Since m y research is not specifically  
aimed at these groups, submission to an NHS REC is not required.
I hope this satisfies the conditions o f  approval for the study. However, please do not 
hesitate to contact m e i f  you would like to discuss anything further.
Yours sincerely,
Lydia Stone
Trainee C lin ical Psychologist
Cc: , Supervisor,
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Total Stigma Score Frequency Distributions Per Vignette
A n h e d o n i a
2 5 -
2 0 -
1 5 -
10-
Mean = 17.3793  
Std. Dev.  = 3 .02642  
N = 116o-J
10.00 15.00 20.00 25.00
Total stigma
T h o u g h t  Co n t e n t
20 —
15 —
10 —
5 —
Mean = 18.7179  
Std. Dev.  = 3 . 42115  
N = 117
10.00 15 . 00 20.00 2 5 . 0 0 3 0 . 0 0
T otal stigm  a
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E x t r a v e r s io n
3 0 -
2 5 -
2 0 -
10-
5 -
Mean = 18.9496  
Std. Dev.  = 3.0024
10.00 15.00 20.00 25.00 30.00
Total stigma
Af f ec t i onate
20 —
1 5 —
1 0 —
5 —
Mean = 15.5 63 
Std. Dev.  = 3 . 13979
10.00 1 5.00 20.00 25.00
Total stigm a
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S c h i z o p h r e n i a  diagnos i s
2 5 -
2 0 -
10
5 -
Mean = 19.4359  
Std. Dev.  = 3 . 69619  
,N = 117
10.00 15.00 20.00 25.00 30.00
Total stigma
H allu cin at ion
25 —
20 —
1 5 -
10 —
5 —
Mean = 19.2437  
Std. Dev.  = 3 . 50052  
,N = 1 1 9
10.00 15 . 00 20.00 25.00 3 0 . 0 0
total stigm a
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Suspicion
25
20 —
& 1 5 -
cr
M ean = 18.925  
Std.  Dev.  = 3. 58372  
,N = 120
1 0 . 00 15.00 2 0 . 0 0 25.00 30. 00
Total Stigma
Standardised z-scores for skew and kurtosis were obtained by calculating 
skew/standard error o f  skew and kurtosis/standard error o f  kurtosis (respectively) -  
see table A. With small to moderate samples “conventional but conservative (0.01 or 
0.001) alpha levels are used to evaluate the significance o f  skewness and kurtosis” (p. 
74, Tabachnik & Fidell, 2001). In practice this means z-scores greater than +3.29 or 
below  -3 .2 9  are at the significant extremes o f  the distribution at the 0.001 level, and 
thus indicate deviation from normality.
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Vignette Skew Standardised 
skew z-score 
(Skew/S.E.)
Kurtosis Standardised 
kurtosis z-score 
(Kurtosis/S.E.)
Normal?
Hallucination 0.343 1.55 0.693 1.575 y
Suspicion 0.147 0.670 -0.064 -0.150 z
Anhedonia -0.068 -0.302 0.587 1.316 z
Thought
Content
0.568 2.535 0.210 0.473 z
Extraversion 0.015 0.068 0.243 0.552 z
Affectionate 0.565 2.545 0.888 2.018 z
Schizophrenia
Diagnosis
-0.011 -0.049 -0.278 0.626 z
Table A. Showing skew and kurtosis figures for T o ta l  S t i g m a  s c o r e s .
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Social Stigma Score Frequency Distributions Per Vignette
A n he don i a
2 5 -
2 0 -
1 5 -
10-
5 -
Mean = 11.8462  
Std. Dev.  = 2. 43047
5.00 7.50 10.00 12.50 15.00 17.50 20.00
Social stigma
T h o u g h t  Co n t e nt
2 5 -
20 -
1 5 -
10-
5 —
Mean = 12.2119  
Std. Dev.  = 2. 83703
5 .0 0 7 . 5 0 10.00 12.50 1 5 . 00 1 7 . 5 0 20.00
Social stigma
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E x tr a v e rs io n
20 —
1 5 -
5 —
Mean = 12.4917  
Std. Dev.  = 2.54702  
N = 120
15.005.00 10.00 20.00
Social stigma
A ffec tio n a te
3 0 -
2 5 -
2 0 -
10-
5 -
M e a n  = 8 . 9 9 17  
Std.  D e v .  = 2 . 7 7 8 9 6  
,N = 1 2 0
2.50 5.00 7.50 10.00 12.50 15.00 17.50
S o c ia l s t ig m a
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S c h iz o p h r e n ia  D ia g n o sis
3 0 -
2 5 -
2 0 -
1 5 -
10-
Mean = 1 3 2 3 5 3  
Std.  Dev.  = 2.94211
5.00 10.00 15.00 20.00
Social stigma
H a llu c in a tio n
2 5 -
20 -
1 5 -
10-
Mean = 13.157  
Std.  Dev.  = 2 . 75683
3.00 6.00 9.00 12.00 15.00 18.00 21.00
S o c ia l s t ig m a
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20 —
15 —
I  10_[In
5 —
0—{— 
0.00
Vignette Skew Standardised 
skew z-score 
(skew/S.E.)
Kurtosis Standardised 
skew z-score 
(kurtosis/S.E.)
Normal?
Hallucination -0.035 -0.159 0.574 1.314 /
Suspicion -0.116 -0.525 -0.091 -0.208 S
Anhedonia -0.191 -0.853 -0.384 -0.865 S
Thought
Content
0.279 1.251 -0.229 -0.518 s
Extraversion -0.156 -0.706 0.149 0.340
Affectionate 0.348 1.575 -0.063 -0.144 y
Schizophrenia
Diagnosis
-0.158 -0.712 -0.162 -0.368 y
Table B. Showing skew and kurtosis figures for S o c i a l  S t ig m a  s c o r e s .
Sus p i c i ous
Mean = 12.8 083  
Std.  Dev.  = 2.8382  
N =120
5.00 10.00 15.00 20.00
Social stigma
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Difference Stigma Score Frequency Distributions Per Vignette
A n h e d o n i a
3 0 -
2 5 -
2 0 -
10-
5 -
Mean = 5.5462  
Std. Dev.  = 1.67609
0.00 3.00 6.00 9.00 12.00 15.00
Difference stigma
T h o u g h t  Cont e nt
40 —
30
10-
Mean = 6.5085  
Std.  Dev.  = 1. 47194
4 . 00 6.00 8.00 10.00
D i f f e r e n c e  s t igm a
396
Fr
eq
ue
nc
y 
Fr
eq
ue
nc
y
Major Research Project
Ex t r a v e r t
40
30 —
10-
Mean = 6.4262  
Std.  Dev.  = 1.55833  
N = 122
2.00 4.00 6.00 8.00 10.00 12.00
Difference stigma
Affect ion ate
30 —
10-
Mean = 6.5583  
Std.  Dev.  = 1. 41893  
,N = 120
4 . 00 6.00 8.00 10.00
D i f f e r e n c e  s t igm a
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Sc h i z o p h r e n i a  Di agnos i s
40 —
3 0 -
10-
Mean = 6 
Std. Dev.
3.00 6.00 9.00 12.00 15.00
Difference stigma
Hal l uc i nat i on
40 —
3 0 -
10-
Mean = 6 
Std.  Dev.  
,N = 120
2.00 4 . 0 0 6.00 8.00 10.00 12.00
D i f f e r e n c e  s t igma
.1949 
= 1.70097
.10
= 1.54702
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Sus p i c i ous
4 0  —
0 - [  1-------
' 2.00
■ i
4.00
i i i
6.00 8.00 10.00
Difference stigma
... .... m  = 1 ?n 
12.00
Vignette Skew Standardised 
skew z-score 
(skew/S .E.)
Kurtosis Standardised 
skew z-score 
(kurtosis/S.E.)
Normal
Distribu­
tion?
Hallucination 0.467 2.113 -0.047 -0.107 S
Suspicion 0.208 0.941 -0.485 -1.107 S
Anhedonia 0.451 2.032 -0.185 -0.420 s
Thought
Content
0.294 1.318 -0.342 -0.774 y
Extraversion 0.219 1 . 0 0 0 -0.403 -0.926 y
Affectionate 0.122 0.552 -0.273 -0.623 y
Schizophrenia
Diagnosis
0.103 0.462 -0.224 -0.507
Table C. Showing skew and kurtosis figures for D if f e r e n c e  S t ig m a  s c o r e s .
3 9 9
Major Research Project
Appendix 8
4 0 0
Major Research Project
Afro-Caribbean
Group
White-European
Group
Hallucination
Professional health 19 24
Professional non-health 1 1
Other support 11 6
Unclear 8 6
None 34 10
Suspiciousness
Professional health 9 17
Professional non-health 12 4
Other support 5 2
Unclear 12 8
None 31 14
Anhedonia
Professional health 18 19
Professional non-health 1 0
Other support 12 5
Unclear 5 4
None 32 18
Thought content
Professional health 12 19
Professional non-health 0 0
Other support 1 0
Unclear 9 20
None 41 45
Extraversion
Professional health 8 2
Professional non-health 2 0
Other support 10 2
Unclear 5 4
None 44 38
Affectionate
Professional health 4 0
Professional non-health 0 0
Other support 1 0
Unclear 4 0
None 54 41
Table D . B eliefs about treatment o f  symptoms: participants in different treatment 
response categories.
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Analysis of stigma beliefs concerning symptom and diagnosis 
vignettes for each ethnic group
Stigma beliefs concerning symptom and diagnosis vignettes were examined within 
each ethnic group separately. A s in section 3.3, ANOVAs were carried out to 
examine all vignette stigma scores, and then each vignette was compared to diagnosis 
scores using paired t-tests (see table 3 for mean scores). Results for the two ethnic 
groups were similar to the overall sample results.
Within the Afro-Caribbean group, a repeated-measures AN O V A examining total 
stigma scores revealed significant differences between vignettes (F(6,40) =  15.113, p 
=  0.000, r|2 =  0.694). Further repeated-measures ANO VAs also revealed significant 
differences between vignettes on social stigma (F(6,40) =  18.003, p =  0.000, r|2 =  
0.730) and difference stigma (F(6,43) =  13.338, p =  0.000, r \2 -  0.650) scores. T-tests 
allowed specific comparisons o f  symptom and filler vignettes with the diagnosis 
vignette, and this showed significant differences for three comparisons. Social stigma 
scores concerning diagnosis were significantly higher than scores concerning 
anhedonia (t (64) =  -2.618, p =  0.011, 2-tailed test) and thought content (t (64) =  - 
2.621, p =  0.011, 2-tailed test). Social stigma for diagnosis was significantly higher 
than for the affectionate vignette (t (66) =  -6.019, p =  0.000, 2-tailed test), but 
difference stigma was significantly lower (t (65) =  2.285, p =  0.026, 2-tailed test). N o  
other comparisons approached significance.
Within the White-European group, a repeated-measures AN O V A  revealed significant 
differences between the total stigma scores o f  vignettes (F (6,49) =  4.977, p =  0.000, 
r|2 =  0.379). Further repeated-measures A N O V A s also revealed significant 
differences between vignettes on social stigma (F (6,53) =  8.264, p =  0.000, r \2 =  
0.483) and difference stigma (F(6,52) =  2.486, p =  0.034, rj2 =  0.223) scores. T-tests 
enabled specific comparisons to be carried out. Social stigma was significantly higher 
for diagnosis than for both anhedonia (t (46) =  -3.573, p =  0.001, 2-tailed) and thought 
content (t (48) =  -2.262, p =  0.028, 2-tailed) vignettes. Difference stigma for 
diagnosis was similarly significantly higher than anhedonia (t (48) =  -5.569, p =  
0.000, 2-tailed). Conversely, difference was rated higher for thought content over
4 0 3
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diagnosis, although this only approached significance (t (48) =  1.913, p =  0.062, 2- 
tailed). Social stigma for diagnosis was also significantly higher than social stigma 
for extraversion (t (48) =  -4.177, p =  0.000, 2-tailed) and affectionate (t (47) =  -8.939, 
p =  0.000, 2-tailed) filler vignettes. N o other comparisons approached significance.
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